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The portal venous system has generally been consid- 
ered inaccessible except at laparotomy. During investi- 
gations in man on the relationship of the spleen and the 
liver in the dynamic physiology of the circulating formed 
elements of the blood, it became desirable to obtain 
blood repeatedly from the portal vein during relatively 
long periods of time. The procedure of direct transhe- 
patic portal venipuncture was conceived in 1951 asa rela- 
tively simple clinical method of obtaining portal venous 
blood for this purpose.' The original description of the 
procedure on 14 patients was preliminary in nature and 
merely recorded the feasibility for short-term sampling. 
This report describes an improved technique for trans- 
hepatic venipuncture and catheterization of the portal 
and hepatic veins that has evolved from the experience 
gained during 144 transhepatic venipunctures performed 
on 73 patients during the past two years. 


MATERIALS AND METHODS 

Anatomic Considerations.—The portal vein in the 
normal adult is about 7 to 8 cm. in length, extending from 
the level of L-2 to L-3 to the porta hepatis at the junction 
of L-1 and T-12. Just before the portal vein enters the 
liver, it divides into a right and left branch supplying the 
respective lobes.’ The shorter and thicker right branch 
of the portal vein divides again shortly after its origin 
and then subsequently develops extensive ramifications 
to supply the larger right lobe, which comprises about 
60% of the entire liver tissue. The branching of these 
radicles in the normal liver is of great regularity. The 
division of the portal vein usually takes place at the level 
of T-12 in the transverse plane. Most of the branching 
occurs within a 3 cm. stratum in the anteroposterior di- 
mension and is inclined cephalad to the left at an angle 
of 15 to 20 degrees, roughly parallel with the lower edge 
of the anterior border of the liver.* 
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Serial cross sections of the liver in the transverse plane 
revealed that the largest and most accessible ramifications 
of the portal vein were slightly above the initial division 
of the portal vein within an arc of 20 to 40 degrees from 
the linea alba at the skin surface at the level of T-12 
(fig. 1). The introduction of a needle to a depth of 6 to 
12 cm. could be reasonably expected to enter one of the 
major portal radicles if directed within the area described. 
Since the inferior vena cava lies at a depth of 15 cm. and 
the major tributaries of the hepatic vein are most often 
encountered at the level of T-8 to T-10, these structures 
are avoided if the following technique is employed. 

Procedure.—With the use of routine sterile precau- 
tions, the portal venipuncture may be done at the bedside 
or on the x-ray table if venograms are desired. For the 
patient without an easily palpable liver, a semi-Fowler’s 
position (15-20 degrees) is preferred. In the patient 
with a liver of approximately normal size, a point 1 cm. 
below the xiphoid process and 1 cm. to the right of the 
midline is anesthetized with the injection of 2% procaine 
hydrochloride deep to and including the parietal peri- 
toneum. The introduction of a few cubic centimeters of 
procaine over the surface of the liver has produced as 
much analgesia at the site as has direct injection of the 
liver capsule or parenchyma. The portal venipuncture 
needle is then passed through the skin and parietal peri- 
toneum until it reaches the surface of the liver. The 
needle is poised for a moment while the proper angle of 
introduction is confirmed. The patient is then asked to 
take a moderately deep breath and hold it. The needle is 
advanced rapidly and firmly to the 12 cm. marker, main- 
taining the selected angle. The needle is released, and 
the patient is permitted to breathe. The hub of the needle 
will move in a manner paradoxical to the inspiratory and 
expiratory excursions of the liver. Fixing the proximal 
end of the needle firmly while the patient is breathing 


From the Division of Research and the departments of internal medicine and radiology, City of Hope Medical Center. Now at National Cancer Institute, 


Bethesda, Md. (Dr. White). 


Part of this study was done under the auspices of the National Cancer Institute, Public Health Service, at the Laboratory of Experimental Oncology, 
Cancer Research Institute, University of California School of Medicine, San Francisco. 

The portal venipuncture needle described was developed by and may be obtained from Becton-Dickinson & Company, Rutherford, N. J. 

1. Bierman, H. R.; Steinbach, H. L.; White, L. P., and Kelly, K. H.: Portal Venipuncture: A Percutaneous, Trans-Hepatic Approach, Proc. Soc. Exper. 


Biol. & Med. 79: 550-552, 1952. 


2. Morris, H.: Human Anatomy: A Complete Systemic Treatise, edited by J. P. Schaeffer, ed. 10, Philadelphia, Blakiston Company, 1942. Gilfillan, 
R. S.: Anatomic Study of the Portal Vein and Its Main Branches, Arch. Surg. 61: 449-461 (Sept.) 1950. 
3. Eycleshymer, A. C., and Schoemaker, D. M.: A Cross-Section Anatomy, New York, Appleton-Century-Crofts, Inc., 1938. 


1331 


1332 


VENOUS CATHETERIZATION—BIERMAN ET 


deeply increases the hazard of tearing the liver paren- 
chyma. The patient should be cautioned to breathe in a 
shallow fashion during the remainder of the procedure. 

The obturator is removed and gentle aspiration ap- 
plied as the needle is slowly withdrawn. When the distal 
opening of the needle lies within a vessel, blood wiil flow 
freely into the syringe, although variations due to inspira- 
tion and expiration may be expected depending on the 
venous pressures encountered. The needle should be 
rotated 360 degrees to determine the position of optimal 
flow, after which the sliding marker-guard should be ad- 
justed to the skin surface to maintain the exact position 
of the needle. If the needle is aimed 5 to 10 degrees supe- 
riorly from the horizontal, the radicles of the hepatic vein 
may be entered at the 10 cm. depth. If the needle is in- 
troduced to the 15 cm. depth in the true transverse plane, 
less than 10 degrees from the midline to the right, the 
inferior vena cava may be entered. In those patients who 
have hepatomegaly or in whom the liver is depressed in- 
feriorly, the landmarks must be revised. The porta 
hepatis is displaced inferiorly as the liver enlarges. The 
optimal site for portal venipuncture similarly moves 
downward. 

A special needle has been devised for portal venipunc- 
ture; ano. 16 to no. 18 needle, 15 cm. long, with a distal 
side opening and tight-fitting obturator has been found 
most effective. This needle is preferred because of its 
single cutting edge and directional opening. The proxi- 
mal end of the needle has a recessed hub so that clotting 
is minimized. The bore of the needle also fits into the end 
of a Luer-Lok syringe, and the obturator handle and 
needle are notched, indicating the direction of the distal 
opening. The needle may thus be rotated 360 degrees to 
relieve an obstruction. A sliding guard is also provided 


Fig. 1.—Transverse cross section of body at level of 12th thoracic 
vertebra. Note that the major divisions of the portal vein are contained 
within a 20 to 40 degree wedge at a depth of 6 to 12 cm. from skin 
surface. 


to facilitate measuring and maintaining the proper length 
of the needle during and after the insertion of the needle 
into the liver. 


Catheterization.—Since one of the major goals of this 
investigation was to obtain portal blood samples re- 
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peatedly over prolonged periods, catheterization of the 
portal vein via the venipuncture needle was developed. 
A small ureteral catheter or hardened polyethylene tubing 
is threaded through the needle into a branch of the portal 
vein as the needle is withdrawn, leaving the tubing in 
place in the vessel for future sampling. The tubing should 
be at least three times the length of the needle to allow the 
needle to be withdrawn over the tubing simultaneously 
with the feeding of the tubing into the needle to maintain 
the position of the tubing in the vessel. The unidirectional 
opening of the venipuncture needle facilitates the passage 
of the tubing into the vein without abutting on the vessel 
wall. Venography should precede and follow the with- 


Fig. 2.—A, portal venogram with good filling of both lobes of liver. 
B, portal venogram of right lobe of liver. Catheter from below is in the 
inferior vena cava, with tip resting in hepatic vein. The catheter from 
above is in descending aorta, with the tip in hepatic artery. C, filling of 
hepatic vein by direct venipuncture. 


drawal of the needle to confirm the location and direc- 
tion of the tubing in the vessel. The polyethylene cathe- 
ters have been left in place for 2 to 19 days without 
sequelae. 

For portal venography, 20 to 50 cc. of concentrated 
contrast medium is injected forcibly with the directional 
needle opening aimed retrograde toward the main portal 
vein. Sodium acetrizoate (Urokon) 70%, iodopyracet 
(Diodrast ) 70% , or sodium iodomethamate (Neo-lopax) 
70%, have been employed satisfactorily and afford 
better contrast than can be obtained with 30% concen- 
tration. In this manner the major portion of the portal 
circulation may be demonstrated. Venograms via the 
needle afford more contrast than with the small-bore 
catheter or tubing. 

RESULTS 


One hundred forty-four transhepatic venipunctures 
were attempted in 73 patients. Portal venous blood was 
obtained in all but nine patients; in one patient with 
neurofibromatosis portal blood was not obtained despite 
five separate trials. Fourteen patients were catheterized 
via the portal or hepatic venipuncture needle, and the 
tubing was left in place for 2 to 19 days without sequelae. 
In three patients both the hepatic and the portal veins 
were catheterized by the transhepatic approach without 
untoward reaction. Portal venous blood clots so rapidly 
that heparin sodium in isotonic sodium chloride solution 
should be employed to maintain the patency of the needle 
or the catheter. The caliber of the polyethylene tubing is 
small, and it may require One to two minutes to obtain 
3 to 5 cc. of blood. Drawing blood directly through a 
large-bore needle or tubing is recommended for rapid 
sampling. 

Venograms were obtained in all patients to confirm 
the position of the needle or catheter. The vascular pat- 
tern of the portal vein as demonstrated by this technique 
was anatomically characteristic (fig. 2A and B). The 
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splenic vein was also outlined when the contrast medium 
was rapidly itroduced under pressure. In 13 instances 
the hepatic vein was visualized via direct venipuncture 
(fig. 2C). In three instances the inferior vena cava was 
similarly demonstrated. Hepatic arteriograms and portal 
venograms in the same patient on five occasions permitted 
accurate comparisons between the arterial and portal ve- 
nous supply of the liver ' (fig. 3A and B). Definite areas 
of tumor involvement were suggested by vascular dis- 
tortion, and in many instances there were areas devoid 
of venous circulation that corresponded to metastatic 
nodules. 

The hydrostatic pressure within the portal vein was 
estimated by the level of portal blood that rose in the 
needle and rarely exceeded 10 cm. above the right auricle 
in those patients without cirrhosis. In two patients with 
cirrhosis the portal venous pressure exceeded 20 cm. 
H.O, and blood surged freely and spontaneously from 
the needle. Increases in intra-abdominal pressure (Val- 
salva’s maneuver, vomiting) caused prompt and marked 
increases in portal venous pressure. Portal venograms 
in these two patients with cirrhosis showed a markedly 
constricted group of vessels limited to a small area of the 
liver ° (fig. 3C and D). 

Blood from the portal vein was found to have a higher 
oxygen content than that obtained trom the hepatic vein 
or the inferior cava and accordingly appeared more red 


Fig. 3.—A, right superior branch of portal vein in a patent with 
Hodgkin's disease and hepatomegaly. Radiopaque catheter from above is 
in hepatic vein. B, hepatic arteriogram in same patient for comparison. 
Note relative decrease in arterial circulation, with areas of increased 
opacification. C, portal venogram with restricted visualization in patient 
with portal cirrhosis. D, hepatic arteriogram in same patient showing 
relative avascular pattern. 


than nonportal venous blood yet not as bright as arterial 
blood.” While the bright color suggested portal blood, 
it was not certain identification in all instances, as shown 
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by venography. The glucose content of portal venous 
blood was determined after the oral ingestion of glucose. 
The increase in glucose content of the portal vein pre- 
ceded and exceeded that in the arterial or venous blood 
from other sites. The bromsulphalein content of portal 
venous blood was found to be lower to a variable degree 


Fig. 4.—Direct transhepatic puncture of gallbladder demonstrating a 
persistent small defect in opacification presumably due to a stone. 


than that of the arterial blood. No significant differences 
were found in the portal venous content of protein, urea, 
sodium, potassium, chloride, calcium, or phosphorus 
when compared with blood simultaneously drawn from 
the hepatic vein, hepatic artery, or peripheral vessels. 
Occasionally marked differences were found in the leuko- 
cyte and platelet levels of the portal venous blood as 
compared with arterial or hepatic venous blood. The 
significance of these data remains unexplained. 

Since many of the patients studied had widespread 
neoplastic diseases, it was possible to follow most of 
them until their death. Postmortem examinations were 
obtained in 55 of 62 patients (89% ). Two patients were 
lost to follow-up. There were no serious complications 
attributable to the procedure. Several unexpected find- 
ings were encountered. Arterial blood was obtained in 
two patients, intestinal contents were aspirated in three 
patients, and in two patients concentrated bile was ob- 
tained. In one patient, the gallbladder was visualized by 
direct puncture, and a small defect, presumably a ston>, 
was revealed (fig. 4). In the other patient, the cystic 
duct was entered and catheterized. In all instances the 
needle was witiidrawn without sequelae. Evidence of 
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bleeding after the venipuncture was found in three cases 
at postmortem; in one, a 2 cm. hematoma was found 
within the liver, and, in another, a 10 cm. hematoma was 
discovered on the surface of the liver. Death in neither 
case could be attributed to bleeding. In the third case, a 
52-year-old man with advanced carcinoma of the lung 
with hepatic metastases and thrombocytopenia, 300 cc. 
of sanguineous ascitic fluid was found in the peritoneal 
cavity. Examination of the liver revealed the track of the 
needle had perforated through the undersurface of the 
liver at the anterior-inferior margin. Extravasation of 
iodopyracet into the liver parenchyma and beneath the 
capsule in the remaining patient was associated with tran- 
sient syncope without sequelae. In some instances there 
was a small amount of extravasation of contrast material 
about the needle-end. This apparently caused no diffi- 
culty and was not visualized on repeat films taken 1 to 24 
hours later. Portal venograms via the polyethylene tubing 
are difficult because of the small bore (fig. 5). 


Fig. 5.—Visualization of a portal vein sampling site by radiopaque dve 
infusion via an indwelling polyethylene catheter. Catheter has been coiled 
over the abdominal wall for demonstrative purposes. Another polyethylene 
tubing has been placed in the hepatic vein with use of the transhepatic 
technique as for portal vein intubation. 


COMMENT 


The direct access to the portal vein by transcutaneous- 
hepatic puncture has permitted observations in man that 
have definite clinical value. The normal portal venous 
pressure fluctuates with the usual respiratory excursions, 
rarely exceeding 10 cm. Elevations in portal venous pres- 
sures up to 22 cm. HO were observed in patients with 
portal cirrhosis or intrahepatic portal obstruction and 
during Valsalva’s maneuver or the act of vomiting. In 
the two patients in whom a branch of the hepatic artery 
was entered, the pressure coincided with the brachial 
artery pressure recorded by the cuff method. The meas- 
urement of the portal venous pressure by direct veni- 
puncture appears to offer a simple and accurate method 
for determining portal hypertension and, together with 
a liver biopsy, may permit a more dynamic study of the 
alterations that occur in the development of portal cir- 
rhosis. Although portal blood is usually a brighter red 
than peripheral or hepatic venous blood, a venogram is 
necessary to identify the site of the blood sample. In 
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this manner the hepatic vein and inferior vena cava can 
be excluded and catheterization or direct sampling from 
the portal vein can be undertaken with assurance. 

The venograms of the intrahepatic portal circulation 
have demonstrated patterns that occur regularly under 
specific conditions. The venogram in the noninvolved 
liver shows an orderly branching that closely resembles 
the normal anatomic configuration (fig. 2A and B). In 
the liver containing metastases, the large portal branches 
are sharply diverted around large areas devoid of venous 
vascularity and exhibiting many bizarre, nonuniform vas- 
cular patterns that are not seen in the normal liver. It has 
been shown in many instances that hepatic metastases are 
generously supplied by the hepatic artery, far beyond 
anticipation.’ It cannot be stated with certainty that 
hepatic metastases are not supplied by portal venous 
blood in all types of tumors. That there is relatively less 
venous circulation in and immediately about the meta- 
static area than occurs in the noninvolved areas, however, 
appears to be demonstrable. The superimposition of vas- 
cular patterns at different levels throughout the liver 
tends to obscure many areas of small metastases appear- 
ing in an area without venous circulation, particularly 
since the films are exposed in a single plane, usually 
anteroposteriorly. Further elaboration of the relationship 
of the venous blood supply of intrahepatic tumors will 
require meticulous comparison of the venograms with the 
injected specimens. 

In the two cases of portal cirrhosis, the venogram 
showed an orderly but contracted vessel pattern restricted 
to a small area of the liver. Daniel and co-workers ° 
found a similar restricted venous circulation in rats with 
cirrhosis. 

SUMMARY 

In 144 transhepatic portal venipunctures, performed 
in 73 seriously ill patients, no serious complications were 
encountered, although gastrointestinal contents were as- 
pirated on three occasions and hepatic arterial blood was 
obtained twice. The portal circulation may be radiologi- 
cally demonstrated by the injection of radiopaque medi- 
ums directly into the portal vein. For various studies, 
serial samples may be obtained over prolonged periods by 
catheterization of the portal vein. The experience gained 
with this technique over the past two years indicates that 
portal venipuncture may be employed safely as a valuable 
clinical and investigative aid. 
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Hazard of Tinted Automobile Windshields.—Tinted optical 
media, particularly the darker brands of tinted windshields, 
contribute significantly to the hazard in nightdriving, particularly 
under conditions of low luminances and, consequently, small 
visibility distances caused by poorly reflecting targets and back- 
grounds. Similarly dangerous reductions in visibility distances 
were obtained . . . for twilight conditions, that is, when the 
driver has not yet turned on his headlamps. . . . Furthermore, 
because of their relatively high transmittance, the effectiveness 
of tinted windshields as a protection against glare during the 
day is negligible. Thus, their only advantage seems to be their 
ability to absorb radiant heat. . . . The best compromise appears 
to be the use of dark sunglasses for glare protection during the 
day, and clear windshields of the highest attainable transmit- 
tance.—H. Haber, Safety Hazard of Tinted Automobile Wind- 
shields at Night, Journal of the Optical Society of America, 
June, 1955. 
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TOTAL REHABILITATION OF THE RHEUMATOID ARTHRITIC CRIPPLE 


Edward W. Lowman, M.D., Philip R. Lee, M.D. 


and 


Howard A. Rusk, M.D., New York 


Among the great numbers of severely disabled per- 
sons in our society, the plight of the person with chronic 
rheumatoid arthritis has been like that of no other. Be- 
set by a chronically progressive process, he has suffered 
pain and crippling from a disease that has not had the 
mercy to kill but only the virulence to disable and wreck 
the human body. Variously it has been estimated that 
15 to 25% of all patients developing rheumatoid arthritis 
fall into this pattern of progressive disability and in- 
validism. 

Statistics concerning the extent of rheumatic disease 
in the United States are at best inaccurate indexes. The 
survey reported by the United States Public Health Serv- 
ice ' in 1938 is probably the most familiar; at that time 
it was estimated that nearly 7 million persons in the 
United States were suffering from some type of rheu- 
matic disease. More recently, in 1952, Woolsey ° of the 
United States Public Health Service reported results 
from a similar survey conducted among 25,000 house- 
holds in 68 sample areas of 42 states. His findings cor- 
roborated those of the earlier sampling. On the basis 
of his sample group he estimated that in 1951 approxi- 
mately 10,104,000 persons beyond the age of 14 years, 
excluding persons with rheumatic fever and rheumatic 
heart disease, indicated that they were afflicted with 
rheumatism. Of this group, 6,414,900 had had such a 
diagnosis confirmed by their physicians. In addition, 
because of their arthritis, approximately 2,500,000 had 
had to make some change in the type or amount of work 
that they had been carrying on. 

The socioeconomic significance of this situation 1s 
readily apparent. With a disease of such magnitude pos- 
sessing a low potential for killing and a high potential 
for disabling, it is not surprising to find that it leads all 
other diseases in crippling and in economic loss. In the 
United States alone, more than 92 million man days per 
year are lost because of rheumatism, with an annual 
economic loss of 0.25 billion dollars.* In England rheu- 
matism accounts for 16.67% of all industrial disability 
and 6.25% of pensionable invalidism.* 

Since these statistics are for rheumatic diseases in 
general one can only interpolate in an effort to arrive 
at some index for the incidence of rheumatoid arthritis. 
Inasmuch as 25 to 30% of patients routinely seen in a 
general arthritis clinic have rheumatoid arthritis, one 
might assume this to be a reasonable means for deduc- 
tion. Regardless, the widespread incidence of rheuma- 
toid arthritis and of arthritic cripples is a well-established 
fact both in one’s professional and often in one’s private 
life. 


PROBLEM 

In the past, rehabilitation of the person with chronic 
rheumatoid arthritis was a tenuous undertaking so long 
as the disease process was an active and painful one; 
not only was the physical exertion inherent in rehabili- 
tation poorly tolerated by the patient but the risk of ac- 


celerating the underlying process was a real one. By and 
large, therefore, rehabilitation was restricted to those 
chronic cripples in whom the disease process was 
quiescent or burned out. 

Since the advent of cortisone, corticotropin, and other 
newer measures for controlling the inflammatory ar- 
thritic process, there has been an upsurge of hope and a 
resultant clamor among patients with chronic rheuma- 
toid arthritis for a combined drug and rehabilitation 
program. The feasibility of this has been seriously ques- 
tioned in many quarters, and relatively few patients have 
been accepted for such combined treatment programs. 
The major objection, it would seem, has been the dichot- 
omous nature of adrenal oxysteroids in producing unde- 
sirable physiological effects aside from their desired anti- 
inflammatory effect; the more conservative regard for 
this two-edged situation that has developed among clini- 
cians in the past four years and the consequent wariness 
under the circumstances for undertaking indefinite hor- 
mone therapy with such a patient are the factors that 
have been most decisive against such an approach. We 
have not been in agreement with this negative attitude. 

In an effort to clarify the problem, we undertook an 
informal study three years ago of a pilot group of pa- 
tients. These were all active, severely crippled persons 
with rheumatoid arthritis who were hospitalized and 
treated with a combined cortisone and rehabilitation 
program at Bellevue Hospital in New York. As a result 
of favorable impressions gained from treatment of this 
pilot group, a full-scale research project was initiated in 
December, 1951, at Goldwater Memorial Hospital to 
study the problem more thoroughly. The present report 
is based on findings of the first two years with this latter 
group of patients. 

EVALUATION FOR REHABILITATION 

Before proceeding it would be well to crystallize a 

mutual understanding of the connotation of the term re- 


habilitation. Rehabilitation has been described as the 
third phase of medicine, third, i. e., to (1) diagnosis and 
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(2) specific therapy. The objective is the return of the 
patient to his place in society, functioning within the 
limits of his disability but to the hilt of his capability. 
Such a concept entails an expanded responsibility of the 
physician to his patient that extends beyond the familiar 
first and second phases of medical responsibility. In 
most cases, rehabilitation, or the third phase of medicine, 
is assumed by the physician treating the patient for his 
specific illness and only in cases of severe disability are 
special rehabilitation facilities and special attention to 
job placement needed. Rehabilitation, however, under 
either circumstance cannot be divorced from diagnosis 
and specific therapy. On the contrary, its success de- 
pends upon a high degree of competence in these former. 
In the severe cases being reported here, special proce- 
dures have been necessary and have been prescribed and 
carried out under the direction of physiatrists as well as 
rheumatologists. 

In the initial evaluation of a patient crippled with 
rheumatoid arthritis many kinds of information are 
needed before a reasonable program may be formulated. 


Fig. 1.—Damage in hip joints secondary to rheumatoid arthritis. 


Medical Examination.—One must have first an ac- 
curate evaluation of the patient’s arthritic process. This 
requires a detailed history and physical examination, 
laboratory examinations, roentgenologic examinations, 
and, where necessary, the consultative opinion of other 
specialists. From these data is derived some indication 
of the extent, severity, and “heat” of the arthritic proc- 
ess. It is of interest that of 285 patients referred to the 
project as severely crippled 24 or 9% did not have rheu- 
matoid arthritis and 5% had rheumatoid arthritis but 
their disabilities were from causes other than the ar- 
thritis and of graver significance to them than their 
arthritis. 

Functional Evaluation.—In addition to the above 
medical appraisal of the patient’s disease, it is necessary 
to have other information that may pertinently modify 
the over-all prognosis and rehabilitation goal. First, 
the muscle status of the patient must be evaluated to 
identify weaknesses and the locations of these weak- 
nesses. Individual muscles are tested and graded on a 
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special chart originally developed and used for patients 
with poliomyelitis. This evaluation of muscle power is 
pertinent in the rheumatoid patient since joints are of 
no value to a patient if the muscles, which are the guy 
wires about the joints, are inadequate to stabilize and 
mechanize them. Next, joint ranges of motion are 
measured and recorded. This is important not only for 
determining total range of motion but also for establish- 


TABLE 1.—First of Four Pages Listing Activities Considered 
Essential to Independent Living (“Activities of Daily Living”) 


PHYSICAL DEMANDS OF DAILY LIFE FROM BED TO JOB 


Method of Recording Test 


[] 1. If at the time of the initial testing an activity cannot be 
performed independently, leave the block blank. 


(0 2. If the activity can be performed independently, fill in the 
block with Blue pencil. 


3. If the activity is not essential for the person’s physical 
demands, draw diagonal lines in the block. 
Method of Recording Progress 
C] 1. When the activity can be performed tndependently, fill in 
the block in Red and indicate the date of accomplishment. 
I. NON-WALKING ACTIVITIES 
A. Bed Activities 
1. Moving from place to place in bed....... — eens 
2. Roll to right and then to left side....... ‘a erbecene 


4. Turn and lie on abdomen................ 
5. 


B. Hygiene (Toilet Activities) 


1. Combing or brushing hair................ 
3. Shaving or putting on cosmeties......... 
4. Washing hands and face.................. 
6. Manipulating 
7. Applying urinal special pants............. Ta 
10. Ability to dry self after shower or bath. TT me 
11. Adjusting clothing for toilet needs....... 


er 


. Eating Activities 


4, 


Eating with teaspoon, tablespoon....... 


~ 


ing the phase of the range of motion arc in which there 
may be limitation of motion. The latter is of considerably 
greater significance from a functional standpoint than 
the former. A knee, for example, may have excellent 
range of motion of greater than 90 degrees and still be 
contracted in flexion by a crucial 15 degrees, thus seri- 
ously hampering the mechanics of weight-bearing. 

The patient is then evaluated with actual functional 
testing. While muscle power and joint ranges of motion 
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are valuable sources of information and suggestive of 
functional capacity, the inference as to function is not 
always valid, for pain may be an additional limiting 
factor. Patients are therefore given additional tests 
in the performance of activities necessary to self-suffi- 
cient living. These many activities are collectively re- 
ferred to as “activities of daily living” (table 1). This list 
of more than 100 activities ranges from the simplest bed 
and personal hygiene activities to the most demanding 
ambulation and elevation activities, including traveling 
via public transportation. The degree of functional im- 
pairment is thus directly measured and scored and, with 
the muscle power chart and range of motion measure- 
ments, correlation of functional with physical deficien- 
cies can then be assessed. The sum total of these gives 
an indication not only of deficiencies but also of the 
physical potential of the patient. 

Psychosocial Evaluation.—Finally, the psychological, 
the social, and the vocational assets and deficits of the 
patient must be appraised. What is the social and eco- 
nomic status? How has the patient psychologically 
adapted to the disease and what is his goal in rehabilita- 
tion? What intellectual and vocational assets are there 
upon which to formulate future plans? The minutiae of 
these facets are carefully sought out, for they may prove 
as acutely important to the over-all success of the re- 
habilitation undertaking as any of the more obvious 
medical aspects of the case. 

The sum total of all these data—the medical, the 
functional, and the socioeconomic—is used collectively 
to establish a rehabilitation goal for a patient and to 
initiate treatment toward this end. Goals as established 
initially often are not static ones and may be changed 
repeatedly throughout the course of rehabilitation as dic- 
tated by unanticipated changes in the patient’s progress. 
For the patient with severe arthritis, treatment programs 
usually must be full-day ones individually prescribed. 
They may include treatment sessions with various physi- 
cal therapy modalities, occupational therapy, remedial 
exercise, functional training for deficiencies in activities 
of daily living, psychological and psychiatric assistance, 
vocational guidance, and, where necessary, job re- 
training. 

METHOD 

In the first two years of the study, 50 disabled pa- 
tients with rheumatoid arthritis were accepted for treat- 
ment with a combination of drug and rehabilitation ther- 
apy. Initially in the first year of the study certain arbi- 
trary criteria for admission of patients were rigidly 
adherred to. Patients had to be within the 21 to 55 year 
age group. The rheumatoid process had to be an active 
one. For purity of statistical analysis, patients obviously 
in need of corrective orthopedic procedures were ex- 
cluded. There could be no medical contraindication for 
hormone therapy, and the patient had to have severe 
functional impairment. To quantitate functional inca- 
pacity more precisely than the class | through 4 system 
of the American Rheumatism Association, patients were 
tested and scored also in the performance of activities of 
daily living. This is a list of over 100 activities consid- 
ered necesary to self-sufficient living. These were cate- 
gorized into 10 major groups and to each group a score 
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of 10% was ascribed. It was decided arbitrarily that a 
patient must score at least a 40% deficiency after estab- 
lishment on cortisone or any other type of antirheumatic 
maintenance medication to be retained in the severe dis- 
ability group. This group of the first year, consisting of 
24 patients, is referred to as group 1. 

In the second year of the study a more lenient set of 
criteria was adopted to obtain a comparison group. Pa- 
tients still had to have an active disease process. Prob- 
lems primarily of an orthopedic corrective nature were 
excluded. Functionally the patient had to be sufficiently 
disabled to be unable to carry on a gainful occupation, 
either a job in the case of the male or housework in the 
case of the female. Patients meeting these revised cri- 
teria are referred to as group 2. 

In total, 24 patients meeting the initial criteria and 26 
meeting the revised criteria were treated for periods of 
time varying from 7 to 21 months. All were hospitalized 
on the rehabilitation wards of the Goldwater Memorial 
Hospital during this study. After acceptance into this 
study patients were evaluated medically, functionally, 
and psychosocially along the lines outlined above. After 


Fig. 2.—Damage in knee joint secondary to rheumatoid arthritis. 


evaluation, drug therapy was started; in most cases this 
was cortisone or hydrocortisone administered orally. 
When maintenarce dosages of the drug were established, 
physical rehabilitation programs were then started and 
patients were continued on both drug and rehabilitation 
measures. As an index of improvement, scoring in pro- 
ficiency in activities of daily living was done before any 
treatment, after maintenance antirheumatic drug ther- 
apy, and repeatedly throughout subsequent weeks or 
months of rehabilitation. In this way it was possible to 
measure increased function induced by drug and by com- 
bined drug and rehabilitation treatment for comparison 
and objective evaluation of treatments. After discharge 
from the hospital, patients have been followed at regular 
intervals as outpatients in a follow-up clinic. 


RESULTS 
In the two year period of the study, 285 patients were 
referred to the project as “severely disabled rheumatoid 
arthritic patients” in need of a combined medical and 
rehabilitation program. For the reasons shown in table 
1A 235 were rejected. li is significant that 24 of 
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these, or 9%, did not have rheumatoid arthritis but suf- 
fered from other processes ranging from psychogenic 
rheumatism to metastatic prostatic malignancy. An ad- 
ditional 14 patients, or 5% , had rheumatoid arthritis but 
were more precariously disabled from other concurrent 
diseases. A total, therefore, of 50 patients was accepted 
for treatment. Of these, 24 were accepted the first year 
and met the rigid criteria for the severely disabled group 
(derelicts ) mentioned above. In the second year 26 were 
accepted who were less severely disabled but still suffi- 
ciently disabled to be economically dependent. For vari- 
ous reasons 6 of each group were dropped from the 
study, leaving a total of 18 in group | and 20 in group 2 
(table 2). It is of interest to note that of these 12, 3 were 
dropped because of frank psychosis, one because of 
borderline psychosis, and one because of hysteria; these 
clinical states were verified after the patients’ admission 
to the hospital and precluded treatment with adrenal 


Fig. 3.—Patient doing progressive resistive exercise to build quadriceps 
power that will make elevation activities possible. 


hormones. Three patients of the derelict group died dur- 
ing their hospitalization, one of cardiac failure, one of 
glomerulonephritis, and the third of an overwhelming 
septicemia; in no case were adrenal hormones contribu- 
tory. For only one of the three had a rehabilitation pro- 
gram been started, and this had no relation to the fatal 
course of the preexisting disease process. The vital sta- 
tistics of the two groups of patients are tabulated in table 
2; it should be noted that the duration of the arthritis in 
the more severely disabled group was roughly double 
that of group 2. 

Since the ability of a patient with an active rheuma- 
toid process to participate actively in an intensive re- 
habilitation program depends to a large extent upon the 
physician's ability to convert the progressive process 
into a static or partially static one, most patients re- 
quired maintenance antirheumatic medication. Twenty- 
five of the 38 patients were treated with cortisone or 
hydrocortisone, while 8 were maintained on phenyl- 
butazone. Only 5 of the 38 patients could be satisfac- 
torily maintained on salicylates alone. 
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The results of treatment according to the American 
Rheumatism Association’s method of classification 
showed that major improvements took place in the func- 
tional classes, with appreciable shifts from groups 3 and 
4 to groups | and 2, indicating improvement in per- 
formance of activities essential to self-sufficient living. 
With use of the direct method of testing, the patient's 
ability to perform activities essential to daily living and 
his deficiency rating on a percentile basis are objectively 
more apparent. This is shown in table 3. The aver- 
age deficiency in group | was 60° initially, 53% after 
establishment of maintenance antirheumatic medication, 
and, finally, 29° after rehabilitation. Similarly, in group 


TABLE 1A.—Reasons for Rejection of 235 Patients 
Referred to Project 
Reason No. 


Disability not due to rheumatoid arthritis but has rheumatoid 
arthritis 


Receiving eare at clinic or by doctor who felt patient would 
not benefit from projeet 


Needed only cortisone or other arthritis clinie care 6 


No care indicated (and or arthritis burned out)................ 17 
Not suffieiently disabled. 00.0000... 


Lack of motivation 


Poor psychological risk (ineluding low 


Taspie 2.—Arthritic Patients Accepted for Study 
Group 1 Group 2 
(Less 
(Severely Severely 
Disabled) Disabled) 


Death 
Psychotic 


Voluntary .. 


Is 20 
Sex 
Average duration disease, yr..............00000 13.2 12 


2, the initial disability average was 30% ; after mainte- 
nance medication this had decreased to 13%, and the 
final average after rehabilitation was 4%. 

The final disposition of patients at the termination of 
the initial two year period (table 4) left only four pa- 
tients hospitalized as custodial care cases; these were all 
patients from the severely disabled or derelict group. As 
would be expected the results were better with the less 
severely disabled than with those of the severely dis- 
abled group. However, 22 of the total 38 patients were 
totally self-sufficient upon discharge and 12 partially 
self-sufficient. Eight patients were placed in jobs outside 
the home; this does not include those housewives who 
returned to their homes capable of resuming their jobs 
as housewives, nor does it include patients engaged in 
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homework. In every patient, including the four remain- 
ing as hospital custodial cases, there was significant 
percentile improvement in function. 


COMMENT 

While it is still too early to arrive at final conclusions 
from this study, certain observations have crystallized 
that should be indicative of trends of thinking in this di- 
rection. As a result of our experience we have become 
acutely aware of certain key factors that seem to be of 
most decisive importance in determining the extent of 
the rehabilitation goal for a given rheumatoid paticat. 
The positive or negative aspects of these factors seem to 
be the signposts that will most accurately indicate suc- 
cess or failure in attainment of objectives. 

Drug Tolerance.—It is generally agreed that the ideal 
chronic rheumatoid cripple for rehabilitation is the pa- 
tient with a burned out or quiescent case in whom con- 
trol of the disease process has become an accomplished 


TaBLeE 3.—Functional Deficiency According to Activities of 
Daily Living Method 


Group 1 Group 2 


1s % 
Betore —30% 
Atter medication 3% 


(15 patients) (18 patients) 
After rehabilitation................. 29% 1% 


334 days 2°93 days 


TABLE 4.—Final Disposition of Patients in Study 


Improvement 
in Fune- 
Total tion, % 


Discharged totally self-sufficient 7 +39 


‘ 

Discharged partially self-sufficient........ 7 

Custodial hospital.......... 4 +) 

Discharged totally +] 
Discharged partially self-sufficient... +29 
Jobs 7 


fact. Such patients present disabilities of a static nature, 
and the worrisome problem of a continuing disease 
process progressively worsening the disability is not a 
factor. We have included none of these in our study but 
have restricted the selection of patients to those with ac- 
tive disease processes. The control therefore of the active 
rheumatoid disease process has been necessary before 
undertaking rehabilitation. In our cases, the disease has 
been treated medically with various types of therapy but 
most frequently with cortisone or hydrocortisone. While 
we share the view with many others that the use of hor- 
mones generally should be restricted to a small portion 
of the over-all spectrum of patients with rheumatoid 
arthritis, the patients selected for this study all were of 
the group with chronic, active, progressively crippling 
disease processes that demanded any measure capable of 
partially or totally subduing the disease. In a large num- 
ber of cases cortisone or hydrocortisone was the drug of 
choice. Our policy initially was to begin therapy with 
larger doses of the hormone and to gradually reduce 
dosage to a minimal maintenance level; in all cases, 
however, it was insisted that maintenance levels be below 
75 mg. per day in the case of cortisone or 50 mg. in the 
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case of hydrocortisone, even at the expense of permitting 
persistence of some of the disease symptoms. More re- 
cently the approach to maintain levels has been the re- 
verse; steroid therapy has been started with small doses 
of 15 to 25 mg. per day and gradually increased to the 
lowest maintenance level capable of controlling symp- 
toms, but again always restricting to the above max- 
imum levels. We are more enthusiastic about this latter 
approach not only because of the lesser danger of unde- 
sired effects but also because patients accept a gradual 
build-up of dosage to a maintenance level more readily 
than the withdrawal of an excess. The initial therapeutic 
eTect is a less spectacular one, but the over-all result 
is the same and attainment of it easier. 

The effectiveness of the steroid in controlling the symp- 
toms of the arthritis and the tolerance of the patient for 
the hormone are important factors modifying the attain- 
ment of rehabilitation objectives. One of us (E. W. L.) 
with Ward and co-workers * previously reported on the 


Fig. 4.—Elevated toilet seat to eliminate work from knees; chair elevated 
on casters provides mobility as well as additional height—standard door- 
stops have been adapted for locking it in a stationary position. 


tolerance of patients for cortisone. At that time it was 
stated that if doses were maintained below 75 mg. per 
day the frequency of undesirable hyperadrenal effects 
was 21%, whereas if the dosage were kept at or above 
75 mg. per day the frequency was three times as great, 
or 63%. In this present group of long-term patients we 
have seen hyperadrenal effects in 72°. In only two, 
however, was it necessary to discontinue the medication, 
and both were subsequently restarted on the same ther- 
apy. The length of treatment has ranged from 6 to 22 
months. Only one patient has been maintained on a 
cortisone dosage above 62.5 mg. per day. Others have 
been maintained on a dosage ranging from 30 to 62.5 
mg. per day. 

In six patients pheny:butazone has been an effective 
anti-inflammatory drug, and these patients have been 
satisfactorily maintained on this preparation. Two of us 


5. Ward, L. E., and others: Clinical Effects of Cortisone Administered 
Orally to Patients with Rheumatoid Arthritis, Proc. Staff Meet., Mayo 
Clin. 26: 361-370 (Sept. 26) 1951. 
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(E.W.L. and P. R. L.) with Brodie and co-workers have 
recently published extensive data on the use of phenyl- 
butazone,” and on its analgesic and anti-inflammatory 
qualities and have particularly stressed its toxic impli- 
cations. 

In arriving at maintenance drug levels for the rheu- 
matoid patient, one pitfall should be stressed. While the 
mechanisms of action of cortisone or of hydrocortisone 
remain to be clarified, it is established that their anti- 
inflammatory effect is the primary beneficial effect for 
the rheumatoid patient. It is important therefore that 
dosage be geared to this effect alone and not to pain. 
Since rheumatoid patients of the type reported here suf- 
fer pain from mechanical damage within joints in addi- 
tion to the fibrositic pain of the primary disease process, 
steroid dosage should be regulated solely to cover the 
latter. When dosage is progressively increased in an at- 
tempt to alleviate the joint discomfort that follows use of 
mechanically impaired joints, the dosage frequently 
stepladders to much higher levels than would be neces- 


& 
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Fig. 5.—Right, chair, mobile on bearings, with cutout seat and knee 
rest to accommodate ankylosed hip. Upper left, high stool adaptable to 
Sitting limitations of spondylitic. Lower left, chair with crutch tips to 
prevent sliding constructed with extra height and with adjustable sling 
Seat to accommodate spondylitic. 


sary if the above criterion were adherred to. No attempt 
should be made to alleviate pain subsequent to hyper- 
trophic changes but only that due to the rheumatoid 
process per se. Careful differentiation must be made 
clinically in evaluating these two sources of symptoms 
and the drug restricted accordingly if serious hyperadre- 
nal pitfalls are to be avoided and long-term therapy car- 
ried out successfully. 

Joint Mechanics.—The tolerance of joints for phys- 
ical activity is dependent not only upon the degree of 


6. Brodie, B. B., and others: Observations on the Antirheumatic and 
Physiologic Effects of Phenylbutazone (Butazolidin) and Some Comparisons 
with Cortisone, Am. J. Med. 16: 181-190 (Feb.) 1954. 

7. Johnson, A.; Shapiro, L. B., and Alexander, F.: Preliminary Report 
on a Psychosomatic Study of Rheumatoid Arthritis, Psychosom. Med. 
9: 295-300 (Sept.-Oct.) 1947. Rome, H. P.: Neuromuscular and Joint Dis- 
eases and the Psychosomatic Approach, M. Clin. North America 83: 
1061-1069 (July) 1949. Ludwig, A. O.: Psychogenic Factors in Rheuma- 
toid Arthritis, Bull. Rheumat. Dis. 2: 15-16 (April) 1952. Halliday, J. L.: 
Psychosomatic Medicine and the Rheumatism Problem, Practitioner 
152: 6-15 (Jan.) 1944. Ludwig, A. O.: The Psychotherapy of Rheumatoid 
Arthritis, unpublished study. 


1340 RHEUMATOID ARTHRITIC CRIPPLE—LOWMAN ET AL. 


J.A.M.A., Aug. 13, 1955 


inflammation imposed by the rheumatoid process but 
also upon the extent of mechanical damage that has ac- 
crued. It must be remembered that, while the inflamma- 
tory synovitis is the prominent presenting sign in rheu- 
matoid arthritis, the disease process also produces a 
chondritis, an osteitis, and a sterile osteomyelitis. All of 
these predispose the joint to destructive changes in car- 
tilage and bone. Furthermore, such joints are intolerant 
of normal amounts of work imposed by weight-bearing 
and other normal activities and are more readily prone to 
wear. These two factors, i. e., direct involvement by the 
disease process plus the tendency to wearing, predispose 
to destructive changes within the joint. These we prefer 
to call secondary hypertrophic arthritis in contradistine- 
tion to the inflammatory rheumatoid process (fig. 1 and 
2). The degree to which secondary destructive changes 
have taken place will accordingly mechanically modity 
the tolerance of the joint for activity. These are irre- 
versible changes, except for those that may be modified 
by orthopedic surgical procedures, and they impose limi- 
tations on a rehabilitation goal. 

There is no ready index for determining joint toler- 
ance. While roentgenograms are helpful, they may also 
be grossly misleading. We have come to rely upon them 
solely as confirmatory evidence. Frequently patients with 
roentgen evidence of severe damage will tolerate con- 
siderably more strenuous exercise procedures than others 
with minimal roentgen evidence of damage. Trial, there- 
fore, is the best means of determining a patient’s toler- 
ance, and goals for a given patient must be modified to 
conform to this tolerance of his joints. In the severely 
crippled group of patients seen by us it has nox infre- 
quently been clearly evident at the onset that ambulation 
was not a feasible objective, and treatment and training 
accordingly have been restricted to self-care, bed, and 
wheel-chair activities. 

It should be pointed out that secondary hypertrophic 
changes in joints of the lower extremities are much more 
restrictive than are such changes in upper extremity 
joints. This is as would be expected, since lower extrem- 
ities are primarily “work-horses” while upper extremities 
are mainly concerned with activities involving dexterity 
and agility and are not weight-bearing. Goals in terms of 
self-care and other self-sufficiency activities may be 
aimed considerably higher in the face of upper extremity 
damage than in the face of lower extremity damage of a 
comparable degree. 

Psychological Soundness.—More so than with any 
other rehabilitation problem, the psychological timbre of 
the rheumatoid arthritic is a major force in determining 
success or failure in attainment of goals. In the course 
of this study we have become acutely aware of this factor 
and have intensively studied the problem with a psy- 
chiatrist, a psychologist, and two psychiatric social 
workers. The results of their observations have not indi- 
cated the existence of a predisposing rheumatoid per- 
sonality as has been suggested by other investigators.’ 
Rather, it is felt that in the course of a progressive dis- 
ease such as this, accompanied as it is by more and more 
disability and a fluctuating but constant pain, the psyche 
becomes more or less inundated by the constancy, the 
hopelessness, and the helpless frustration to which it is 
subjected. The result is an exhaustion of psychological 
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economy and a reversion to passivity and dependency. 
It would appear that the degree to which the latter 
tendency crystallizes depends not upon a preexisting 
specific rheumatoid personality but rather upon the 
soundness of the patient psychologically prior to the on- 
set of his arthritis and upon the tempo of the disease 
process. Since this process of regression to dependency 
is a slowly cumulative one, it is unreasonable to expect 
that sudden reversal of the state can be quickly effected. 
The reverse is true; the refractoriness of the deep seated 
dependency and passivity is the most restrictive factor in 
accomplishing rehabilitation. It is easy to evaluate a pa- 
tient medically and physically and know what goals are 
feasible and within these limitations, but, unless a pa- 
tient’s goals are in accord with the physician’s, the diver- 
gence in result will duplicate this difference in objective. 
In an effort to establish mutual goals we have undertaken 
to weld a good physician-patient relationship; this is 


Motivation of the patient is 
essential if rehabilitation 
goals are to be attained 
Many patients with rheumatoid 
arthritis develop passive 
dependency to their disease 
and to disability, which re- 
stricts rehabilitation  possi- 
bilities 
At times this dependency may 
be irreversible and it is wise 
to screen patients carefully 
from this standpoint before 
instituting a program 


lowing factors frequently 
have been indexes 
pointing toward motiva- 
tion and possible success 
in rehabilitation 
@ Specific and realistic goals in rehabilitation 
@ Fair or reasonable standard of living 
@ Second generation American 
@ Giood work history 
@ Successful marriage 
@ Moderate religious practice 
@ Financial independence at least five years prior to illness 
@ Minimal focus on hypochondriae symptoms 


@ Adequate ego strength @ Adequate body image 


particularly important with this group of patients who 
by and large have exhausted all medical resources with- 
out the relentless process of their disease having been 
halted; their alienation from physicians should be ex- 
pected, and the reestablishment of confidence should be 
actively sought. In addition, we have utilized individual 
supportive psychotherapy and group psychotherapy ses- 
sions for airing and surfacing of hostilities. 

In the course of studying this almost inevitable pas- 
sivity and dependence among these chronic cripples, we 
have found that in many patients it has been a reversible 
process that when approached therapeutically with the 
above measures would melt away and permit acceptance 
of reasonable goals. We have been interested, therefore, 
in trying to sort out the common denominators in these 
successful rehabilitees so that we might identify the as- 
sets they possessed that permitted them to carry on suc- 
cessful programs while others could not accept or work 
toward similar goals.* In analyzing psychosocial data in 
regard to the factors listed above, we have found that the 
typical successful candidate has been a second genera- 
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tion American of poor early socioeconomic status and 
moderate religious practice. 

He has adjusted heterosexually in a normal fashion 
and achieved a successful marriage without evidence of 
conflict; where conflict arose he showed decisiveness in 
terminating the unsatisfactory marriage. He began work 
early without direct pressure and maintained a good 
work history. Economically he attained a fair or rea- 
sonable standard of living superior to that of his early 
family status and maintained his home independently 
with his spouse. Financially he had been independent 
for at least five years prior to the onset of his illness. The 
length of his illness was essentially the same as was the 
age of onset of his illness in comparison to the unsuc- 
cessful rehabilitee; his disability, however, was gener- 
ally less severe. His attitude toward his illness generally 
was one of acceptance of life within limitations but with 
maximum function and without undue conflict. His goals 
in rehabilitation, in contrast to the vague, confused, un- 


Fig. 6.—Upper left, elastic shoelaces and long shoehorn. Lower left, 
sock tabs and hooks. Right, stocking put-on device. 


realistic ones o: the unsuccessful candidate, were gen- 
erally specific and realistic. His use of the psychosocial 
department in the hospital was for control of the en- 
vironment and for development of insight. In contrast 
to the unsuccessful candidate, his degree of focus on 
hypochondriac complaints was of only moderate or mini- 
mal degree. While he showed passivity and acceptance, 
it was with some conflict and considerable fear and re- 
luctance to ask help from others; this was a sharp dif- 
ference from the unsuccessful candidate, who was ag- 
gressive and demanding in his reaction to dependency. 
Psychologically, the successful candidate was of low- 
average or better verbal intelligence, with adequate ego 
strength; he showed control and limitation of both of his 
emotional experience and his imaginative experience, 
and his desire and capacity for pleasurable experiences 
far outweighed his depressive moods. There was rela- 


8. Lowman, E. W., and others: Psycho-Social Factors in Rehabilitation 
of the Chronic Rheumatoid Arthritic, Ann. Rheumat. Dis. 18: 312-316 
(Dec.) 1954. 
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tively little oral need or concern with this and an ade- 
quate image of his body without distortion or bizarre 
interpretation. The unsuccessful candidate consistently 
showed the opposite of these psychosocial features to 
such an extent that we now feel the above to be good 
criteria for prognosticating which chronic arthritics may 
be good risks for acceptance into rehabilitation pro- 
grams, and we have more recently undertaken to sift on 


this basis. These are the factors. we feel, that measure 
» 


motivation in a patient. 

Functional Training.—While joint ranges of motion, 
muscle power, and a joint’s tolerauce for activity are 
rough indexes of a patient’s functional capacity, the 
latter is the primary objective and the former are im- 
portant only as they contribute positively to function. 
Functional training in rehabilitation therefore is stressed 
and training is directed toward attainment of the maxi- 
mum performance of those activities that are essential 
to independent daily living. The human body as a ma- 
chine normally functions on a grossly inefficient level. 
It has been said that as human machines we are less 


Fig. 7.—Top, all-purpose stick with attachments such as cellulose wash 
brush, hook, shoehorn, and comb for reaching inaccessible parts. Bottom, 
two types of pick-up sticks useful for retrieving Out-of-reach objects. 


than 25% efficient. Even in the face of severe dis- 
abilities one may, therefore, be taught to attain a con- 
siderably higher degree of efficiency to compensate for 
irreversible physical deficiencies. Tedious training and 
months of practice may be required, but such an ap- 
proach frequently provides keys to functional inde- 
pendence. Because of this, functional training is an im- 
portant part of a patient’s daily program and, as he 
accomplishes proficiency in one sphere, emphasis is 
then shifted to the next. Physical and occupational ther- 
apy treatments are directed toward strengthening of 
weak muscles and loosening of restricted joints, but only 
so that training in activities of daily living may be ac- 
complished more readily (fig. 3). 

Socioeconomic Factors.—The reestablishment of the 
arthritic in a social and economic situation in which he 
may be able to function independently is, of course, the 
ultimate in rehabilitation objectives. The attainment of 
this goal either in part or in whole may require exhaus- 
tive resource and patience. The usual superficial social 
inquiry in itself is inadequate but must include detailed 
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inquiry into the family structure and an intimate knowl- 
edge of the living conditions to be faced by the patient 
after his discharge from the structured and protective en- 
vironment of the hospital. Apparent minutiae may as- 
sume crucial importance in determining the capacity of 
a patient to function in his home. The inability to climb 
three steps from street to house may make the difference 
between ability and inability to travel to a job. A bed 
or toilet or chair of satisfactory height or a bathroom 
door of sufficient width to permit entrance of a wheel 
chair may be the factor determining whether a patient 
may live self-sufficiently alone at home or whether an 
attendant or a nursing home will be necessary. In most 
cases the social worker must make one or several home 
visits in an effort to clarify potential problems and to 
remove them. At times even relocation of housing may 
be in order if this will enable the patient to travel to and 
from a job or if the change will render a patient self- 
sufficient in his new home, thus releasing another family 
member to a job. 

Job placement remains the most difficult objective to 
attain. There are few patients who could not carry on 
some gainful occupation were circumstances ideal and 
such resources as homework or sheltered workshops 
available to them. The most restrictive factor is in- 
ability to travel to and from work; most often this is an 
inability to utilize public transportation, but confinement 
to home not infrequently results from isolation in a 
walk-up apartment. The competitive labor market pre- 
sents an additional obstacle to job placement. Since 
arthritics are physically unfit for manual labor and re- 
quire specialized placement in relatively sedentary posi- 
tions, the limited availability of the latter type job pre- 
sents a problem unless the patient possesses precise skills 
or intellectual assets that may be sold. At times, re- 
training may be indicated in order to accomplish the 
latter. If this is undertaken, the patient’s psychological 
and vocational aptitudes must be carefully assessed by 
the psychologist and vocational counselor in collabora- 
tion with the social worker so that formulation of re- 
training plans may be on a practical level. 

Special Devices.—Special apparatus is avoided until 
its use becomes essential in order for the patient to 
function. When proficiency in an activity of daily living 
requires additional mechanical assistance, only then are 
special devices provided the patient. The great num- 
bers of these self-help devices that have been developed 
for the arthritic are too numerous to mention except for 
those more important ones notable for simplicity and 
usefulness. 

Chairs, Wheel Chairs, and Toilet Seats: Chairs, (fig. 
4) wheel chairs, and toilet seats of standard height often 
pose major mechanical problems for the arthritic. With 
seats of a standard 17 or 18 in. height the work imposed 
upon knees is frequently sufficiently painful to preclude 
use by patients who have involvement of these joints. 
The sheering effect of rising from a standard height can 
be eliminated by raising the seat of the wheel chair or 
chair structurally or with sponge rubber cushions to give 
added elevation. Toilet seats. in like manner, may be 
mastered by the simple expedient of using a built-up 
removable seat that adds 4, 5, or 6 in. in height, or the 
toilet seat may be incorporated into a mobile chair that 
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rolls over the toilet bowl. In instances of more dissem- 
inated involvement and especially in instances of rheu- 
matoid spondylitis with peripheral joint involvement, it 
may be necessary to individualize the modifications to 
provide adequate sitting (fig. 5). This is especially true 
when there is ankylosis of one or of both hips in an 
extended position. Seats for such patients may be 
molded from Fiberglas impregnated with plastic and 
may be cut out or elevated as needed to accommodate 
the specific deformity. 

Aids in Dressing: Dressing activities at times may be 
partially or totally impossible because of mechanical re- 
strictions imposed by joint limitations. Zippered shoes, 
long-handled shoe horns, devices for putting on socks, 
stockings, and underwear, long-handled combs, and 
elastic shoelaces are often of advantage in these cases 
(fig. 6). An all-purpose utility stick with multiple at- 
tachments (fig. 7) has recently been developed for these 
purposes. 

Aids in Feeding and Self-Care: In patients with 
shoulder or elbow limitations special long-handled de- 
vices for feeding and self-care (fig. 8) are helpful. 
Where hands and wrists are involved so that use of these 
joints functionally is impaired, special writing, feeding. 
shaving, toilet, and other devices offer assistance to the 
patient. 

Crutches: Crutches, where needed, are usually an 
individual problem. This is apparent when one realizes 
the combinations of joint involvements that may present 
themselves in the upper extremities. Depending upon 
the residual function in the joints of the upper ex- 
tremities, crutches must be worked out for the particular 
case. There are numerous variations of crutches, rang- 
ing from the standard hand-grip type to those permitting 
elbow resting. 

Aids in Housekeeping: For the housewife careful 
planning and reliance upon such home energy-saving 
devices as work tables on casters and adjustable ironing 
boards can effectively reduce the work that otherwise 
might be placed on her joints in the course of her job 
as housekeeper. 

Braces: Braces are infrequently used for the severely 
crippled arthritic. The notable exception is the patient 
whose lower extremity joints have been involved by 
destructive changes of a degree sufficient to cause pain 
on use. When knees or hips are so involved, bracing 
short of ischiatic weight-bearing is inadequate, and for 
such patients this type of brace is often prescribed with 
benefit; weight-bearing for such cases is thus shifted to 
the ischiatic tuberosity from the involved hip or knee. 
Splints are employed for two purposes: correction of 
detormity and prevention of deformity. The most im- 
portant indication for correction of deformity is knee 
flexion deformity. In such cases a special type of knee 
extension brace is employed to maintain through the 
night the extension gained in the day by hot packing and 
manual stretching. In prophylaxis, two deformities espe- 
cially are to be guarded against, i. e., wrist drop and 
ulnar deviation of the hand. For the former the old type 
of cock-up splint is still the most effective. Ulnar devia- 
tion on the other hand has presented a particularly per- 
piexing problem. We have therefore experimented with 
many variations and have found that a Fiberglas molded 
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splint is the most useful; this provides correction of the 
deviation and at the same time is light in weight and 
comfortable for the patient. 
FOLLOW-UP STUDY 

While the results of the first two years of this study 
have produced encouraging results for both the severely 
and the less severely disabled patient with rheumatoid 
arthritis, there still remain some doubts as to the general 
feasibility of the approach. The period of hospitalization 
required for these patients was protracted and costly in 
the face of such serious disability. If the patient, how- 
ever, is permanently restored to self-sufficiency person- 
ally and, or economically, the investment can be justified, 
for in the long run it will repay itself in earnings either 
by the patient or by others in the home who may be re- 
leased from caring for the patient to return to gainful 
occupation. The crux of the decision then, despite the 
initial favorable results, will remain to be answered in 
the follow-up study of these patients. Patients reported 
on in this two year study accordingly are now being fol- 
lowed as Outpatients on a regular basis, and this follow- 


Fig. 8.—Left, wash cloth or powder puff holder. Upper right, long- 
handled utensils. Lower right, toilet paper holder. 


up will continue for a total of three more years. A num- 
ber of questions yet to be answered will be solved in this 
observation period. 

Continued Control of the Rheumatoid Process.— 
Maintenance of functional gains will in large measure de- 
pend upon continued control of the inflammatory rheu- 
matoid process. Patients therefore are committed to in- 
definite continuance of antirheumatic therapy. The 
length of time that administration of such medicaments 
may be continued without development of serious unde- 
sirable physiological or toxic effects is still a moot ques- 
tion. 

Carry-Over into an Unprotected Environment.—The 
capacity of a patient to function within the protected en- 
vironment of a hospital varies considerably from the 
nonstructured environment of home or job. The in- 
creased physical demands of the latter wil! undoubtedly 
impose added strain on the stability of the rheumatoid 
arthritis as well as greater mechanical stresses on joints. 
It remains to be seen whether continued use of functional 
gains will accentuate wearing (secondary osteoarthritis ) 
within joints and result in regression, 
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Proper Housing.—The adequacy of housing has con- 
stituted a constant problem. In a metropolitan area such 
as New York City it is extremely difficult to locate low- 
cost living quarters with adequate space and without 
stairs. Low-cost housing projects are currently allocat- 
ing a percentage of all new construction to disabled per- 
sons, and these quarters will be especially constructed to 
minimize physical hazards of living. Until these are 
available many patients will remain confined to walk-up 
flats either housebound or dependent upon others for as- 
sistance in getting in and out of apartments. 


Continued Psychosocial Support.—Since the rheuma- 
toid arthritic is frequently a more passive and dependent 
person, the continued availability of psychosocial sup- 
port assumes significant importance. This will entail not 
only continued psychological support in the solution of 
vocational, social, and economic problems but also active 
assistance in working them out decisively. 


Employment.—Placement of the arthritic in competi- 
tive employment is restricted by the stigma of crippling, 
by the mechanical impediment of assistive devices such 
as crutches, by the shrinking labor market, and by the 
restricted ability of an arthritic to use public transporta- 
tion to and from work. Of all these factors, the latter 
is the most difficult hurdle in a city such as New York. 
Not only is traveling physically exhausting but also it 
imposes excessive work on joints that have little re- 
serve; hence, it frequently is the insoluble obstacle to 
productive employment. Unfortunately, homework for 
housebound or semi-housebound persons or sheltered 
workshops for such persons are almost nonexistent. This 
is deplorable; of the patients who have undergone re- 
habilitation in this study, all but one could participate in 
homework or a sheltered shop with financial gain to 
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themselves and with considerable resultant saving to 
public assistance agencies at present rendering them fi- 
nancial help. 

SUMMARY 


A total of 38 patients with chronic rheumatoid ar- 
thritis hospitalized in the past two years were treated 
with a combination of medical and rehabilitation pro- 
grams; 18 of these patients were severely disabled crip- 
ples, and 20 were less severely crippled. The average 
age of the severely disabled (derelict) group was 46 
years, with a disease duration of 13 years. In the less 
severely disabled group the average age was 40 years, 
with a disease duration of seven years. Of the 18 se- 
verely disabled persons, 14 have been discharged from 
the hospital. Seven of these are totally self-sufficient, 
and one has been placed in a job. The other seven have 
been discharged partially self-sufficient, with an average 
increase of 26° in functional capacity. Four patients 
of the group remain custodial hospital patients, but 
among these there has been a 20 increase in function. 
Of the 20 less severely disabled persons, all have been 
discharged from the hospital. Fifteen are totally self- 
sufficient, and the remaining are partially so, with an 
average increase of 29% in function. Seven of these 20 
patients have been placed in full-time jobs. 

With the concerted teamwork attack used in this study, 
it would seem that the patient with chronic rheumatoid 
arthritis does not have an insoluble problem and that 
many such people could be salvaged from their invalid- 
ism and brought back to the dignity of living. The pa- 
tients engaged in this study are now being followed for 
an additional three year period to verify the validity of 
this inference. 
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HYPOGAMMAGLOBULINEMIA ASSOCIATED WITH A 
SEVERE WOUND INFECTION 


Earl O. Latimer, M.D., Edward J. Fitzsimons, Ph.D. 


Paul §. Rhoads, M.D., Chicago 


In recent years ag globulinemia, more properly 
called reduced g globulinemia or hypogammaglob- 
ulinemia, has been reported in children.‘ This recently 
described entity is characterized by recurrent, severe bac- 
terial infections, which are evidence of deficient antibody 
production associated with almost complete absence of 
serum gamma globulin but with relatively normal total 
protein concentration. A patient with an abnormally low 
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serum gamma globulin level, while under our care, de- 
veloped a severe surgical wound infection. We believe 
this patient’s hypog globulinemia either was re- 
sponsible for, or contributed to, her severe wound infec- 
tion. To our knowledge no such condition has been re- 
ported as occurring in an adult; however, during the 
preparation of this paper, Sanford and his co-workers * 
reported on an adult female, 39 years of age, who had a 
low serum gamma globulin level accompanied by bron- 
chiectasis and a sprue-like syndrome. Their patient im- 
proved markedly after administration of gamma glob- 
ulin at monthly intervals. Subjective improvement was 
not apparent until 48 hours after the first injection of 
gamma globulin. Janeway and his co-workers '' have re- 
ported on a group of nine children with hypogammaglob- 
ulinemia, six of their own patients and three the patients 
of colleagues. They report that several other patients in 
whom deficiencies of gamma globulin have been tran- 
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sient, partial, or acquired in later life have been brought 
to their attention. All clear-cut cases reported by Jane- 
way and his co-workers '' have been in males. Their pa- 
tients had no gamma globulin as determined by electro- 
phoretic analysis; however, immunochemical studies re- 
vealed small amounts o: gamma globulin (less than 30 
mg. per 100 ml.). The continued administration of anti- 
biotics was only partially successful in preventing recur- 
rent infections: The injection of 100 mg. of pooled nor- 
mal human serum gamma globulin p2r kilogram of body 
weight once a month gave these patients striking protec- 
tion against infection. In the discussion of his paper, Git- 
lin *” stated that a total gamma globulin level of 100 to 
150 mg. per 100 ml., obtained by injection of pooled 
human serum, appeared to prevent infection. Low gamma 
globulin levels associated with low total proteins and 
edema have been reported.'° 


REPORT OF A CASE 


A 39-year-old woman was admitted to Chicago Wesley 
Memorial Hospital on June 1, 1953. She had been seen by one 
of us (FE. O. L.) in May, 1953, because of a mass in the right 
infraclavicular area, known to have been present for five months. 
The patient's attention was directed to the mass because of slight 
pain in her right shoulder and arm. It had not increased in size. 


She had been seen by her family physician and a consultant, 


both of whom advised biopsy for diagnosis. The patient’s parents 
were living, as were two sisters, one of whom had some allergies. 
Twice after her pregnancies the patient’s mother had had a 
serious infection, both of which “responded only to serum.” Our 
patient had had measles, chickenpox, and mumps during child- 
hood, tonsillectomy and adenoidectomy at age of 6 years, and 
an appendectomy in 1949. All convalescences were uneventful. 
In 1950 she had an infected hematoma of the left thigh that was 
quite resistant to treatment, but later an anal fissure was sur- 
gically excised without postoperative difficulty. 

Physical and Laboratory Findings—Upon examination on 
June 1, just below the right clavicle and lying deep to the pectoral 
muscle, a movable, firm, and slightly tender mass, 5 cm. in 
its greatest dimension, was found. Pressure on the mass caused 
pain to radiate to the right shoulder. At 12 o’clock in the right 
breast was a 1.5 cm. nodule. Discrete, moderately firm, movable 
lymph nodes were palpable in the right axilla. No enlarged 
regional nodes were found elsewhere. The remainder of the 
physical examination gave essentially normal findings. Labora- 
tory findings preoperatively were hemoglobin 10.65 gm. per 
100 ml. (68.5%), red blood cell count 4,050,000 per cubic milli- 
meter, and white blood cell count 7,750 per cubic millimeter, 
with 70% polymorphonuclear leukocytes, 5% unsegmented 
polymorphonuclear leukocytes, 21% lymphocytes, 1% mono- 
cytes, and 3% eosinophils. The results of the urine tests were 
within normal limits. The prothrombin time was 80% of normal. 
The Kahn test was negative. The preoperative diagnosis was 
infraclavicular and right axillary lymph node hyperplasia of un- 
determined etiology. The mass in the right breast was believed 
to be a nodule of fat, but malignancy with metastasis to regional 
lymph nodes was considered. 

On June 2, 1953, the enlarged infraclavicular lymph nodes 
beneath the pectoralis major muscle and the lesion of the breast 
were excised. The diagnosis following the tissue examination 
was follicular hyperplasia of lymph nodes and fibroadipose tissue 
(lipoma). The patient had a normal convalescence until her dis- 
charge from the hospital on the fourth postoperative day. At 
this time, a small amount of exudate escaped from the breast 
incision, but there was no evidence of cellulitis. Her temperature 
was normal. This was believed to be an insignificant wound in- 
fection, and the patient was permitted to go home. A moderate 
growth of Micrococcus (Staphylococcus) pyogenes var. aureus 
was cultured from the exudate. 

Second Admission.—Two days later, on June 8, the patient 
was readmitted to the hospital because of a severe infection of 
both surgical wounds. The wounds were opened widely, and a 
thick, creamy yellow-white exudate escaped. The oral tempera- 
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ture was 102 F, pulse rate 100 beats per minute, respirations 
18 per minute, hemoglobin 10.3 gm. per 100 ml. (65.5%), red 
blood cell count 3,650,000 per cubic millimeter, and white blood 
cell count 10,650 per cubic millimeter, with 86% polymorpho- 
nuclear leukocytes and 14% lymphocytes. Fasting blood sugar 
level was 105 mg. per 100 ml. The liver profile was within 
normal limits. Penicillin was administered parenterally in ade- 
quate doses. The following day there was necrosis of the skin 
margins about the wounds. The skin and subcutaneous tissue 
at the edge of the wound became necrotic down to the muscle 
and overlying fascia. This necrosis continued to spread until 
the wounds coalesced and extended across the upper half of 
the right breast, the upper half of the right chest wall, and into 
the right side of the neck. At no time were the fascia and muscles 
involved, nor did the infraclavicular space beneath the pectoralis 
major muscle, from which the enlarged lymph nodes had been 
removed, become involved in the infection and necrosis. The 
oral temperature was 102.6 F on the third day, and the blood 
picture was hemoglobin 11 gm. per 100 ml. (71%), red blood 
cell count 3,960,000 per cubic millimeter, and white blood cell 
count 15,400 per cubic millimeter, with 94% polymorpho- 
nuclear leukocytes, 5% lymphocytes, and 1% eosinophils. 
Repeated cultures of the exudate produced only a slowly grow- 
ing nonhemolytic coagulase-negative M. pyogenes var. aureus 
organism. Anaerobic cultures were negative. Smears and cultures 
did not reveal a fungus. No streptococci or bacilli were found 
by smear or culture at any time. A micro-aerophilic nonhemo- 
lytic Streptococcus organism was repeatedly sought. No growth 
was obtained on blood cultures. Sulfonamides and various anti- 
biotics were used in adequate dosage without apparent effect on 
the progress of the lesion. Antibiotics were used both systemically 


Left, wound, June 19, 1953, showing extent of necrosis. Mark on right 
arm and axillary fold delineates upper and lateral extent of field receiving 
Tadiation therapy. Right, wound, Aug. 7, 1953. The wound is healed 
except for unepithelized central area. Complete epithelization had occurred 
by Oct. 7, 1953. 


and locally. On June 8, therapy was begun with meth-dia-mer- 
sulfonamides (sulfadiazine, sulfamerazine, and sulfamethazine), 
1 gm. every six hours; streptomycin and dihydrostreptomycin, 
250 mg. each two times a day; aqueous penicillin, 300,000 units 
every three hours; oxytetracycline (Terramycin), 500 mg. every 
six hours; and erythromycin, 400 mg. every six hours. Therapy 
with the sulfonamides was continued for a total of 8 days, 
streptomycin, dihydrostreptomycin, and penicillin for 3 days, 
and oxytetracycline for 16 days. Erythromycin was given for 
16 days, and then the dosage was lowered to 200 mg. every 
eight hours for 2 days. 

On the fifth day the total proteins were 5.42 gm. per 100 ml., 
with albumin 4.52 gm. per 100 ml., and globulin 0.9 gm. per 
100 ml. One of us (P. S. R.) suggested that because of the low 
globulin fraction there might be a low gamma globulin, indi- 
cating that the patient was unable to build up antibodies against 
the infecting organism. Chemical and electrophoretic studies of 
the albumin and globulin content of the patient’s serum were 
then made by one of us (E. J. F.), who also made comparative 
studies on the serum of the patient’s father, mother, and two 
sisters (see table). Fresh whole blood as well as plasma was 
given, and efforts to secure gamma globulin were instituted. On 
June 13, 500 cc. of whole blood was administered and was 
followed by a chill and a temperature of 104 F. The next day, 
250 cc. of reconstituted plasma was given, and the temperature 
again rose to 104 F. Reconstituted plasma, 500 cc., was given 
for the next three days, was skipped for one day, then was given 
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again the next day, June 19. On July 3, after S00 cc. of whole 
blood was given, the patient had a chill. Gamma globulin could 
not be obtained immediately because, at this time, state regula- 
tions required that it be released only for protection against 
poliomyelitis. 

On the 11th day x-ray therapy was started to the lateral por- 
tion of the wound only. In the meantime, the exposed pectoralis 
major muscle was becoming covered with healthy granulation 
tissue. The spread of the cellulitis process stopped on the entire 
periphery of the wound. On the 12th day bacitracin and re- 
constituted plasma were used locally. The following day, June 
20, permission to use gamma globulin was obtained, and it was 
used locally in constant wet packs. Parenterally it was adminis- 
tered in the following intramuscular doses. 


Date Dose, Ce. Date Dose, Ce, 
6/9 4 64 1.6 
6/21. 4 pi 4 


By the 17th day (June 24) of the second admission, the cel- 
lulitis at the periphery of the wound was rapidly subsiding. Heal- 
ing progressed from the edges of the wound and from an 
occasional island of epithelium. Progress was rapid from this 
time on, and the patient was permitted to go home on the 30th 
hospital day. She was instructed as to arm exercises to avoid 
loss of function of the arm, and healing was complete on Oct. 7, 
1953. Skin grafting was not used because of the fear of infection 
and necrosis developing at the donor site, even if split thickness 
grafts were taken. In December, 1953, the patient had an ab- 
scessed tooth. Gamma globulin and antibiotics were given prior 
to extraction of the tooth, and convalescence was uneventful. 
The patient has had no other serious illness or infection since. 


COMMENT 

The children reported by Bruton * and Janeway ‘“ had 
very little resistance to infection, but the administration 
of pooled gamma globulin gave them striking protection. 
All of their patients were males; our patient differs in 
several respects, being an adult female who had normal 
resistance to the usual childhood diseases. She has a 
definite hypog linemia as determined by elec- 
trophoretic analysis and by an immunochemical method. ' 
This has persisted after her recovery from the serious 
cellulitis of the chest wall. There has been no edema. 

The skin edges about the area of the cellulitis we-e 
dark, cyanotic, and undermined. The subcutaneous tissue 
had the appearance of a carbuncle. The only organism 
isolated on multiple cultures of smears, exudate, and 
sections of necrotic tissue was a nonhemolytic coagulase- 
negative M. pyogenes var. aureus sensitive to all the anti- 
biotics used, as shown in the following tabulation: 


lak 


Drug Amount per Ce. 


Chiortetracycline (Aureomyein) 10 meg, 
Chloramphenicol (Chloromyeetin) ............... meg. 
10 units 
Oxytetracyeline (Terramycin) 10 meg. 


This organism was absent from the cultures several days 
before the progress of the lesion was arrested; however, 
the local application of antibiotics could have been re- 
sponsible for these sterile cultures. Although the process 
was arrested before prepared gamma globulin could be 
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procured, the patient’s recovery was rapid after she re- 
ceived gamma globulin. Prior to receiving this, she had 
received whole blood and plasma, which supplied some 
gamma globulin. There is no evidence to support the hy- 
pothesis that this was an allergic phenomenon. 

Although the mother of our patient had two near fatal 
postpartum infections over 40 years ago and “was saved 
only by the injection of immune serum” (believed to be a 
polyvalent immune horse serum), at the present time 
her albumin-globulin ratio and gamma globulin level are 
normal. Those of the patient’s father and sisters are also 
essentially normal (see table). The patient’s low gamma 
globulin level has persisted up to the present (see table). 
Her recovery after the extraction of an abscessed tooth 
was uneventful; however, she received gamma globulin 
and antibiotics prophylactically prior to the tooth ex- 
traction. 

It is our opinion that the hypogammaglobulinemia 
played an important part and probably was responsible 
for our patient’s remarkably poor resistance to her in- 
fection. The causative organism by sensitivity tests had 
little resistance to all of the antibiotics available, and the 


Differential Serum Protein Analyses* 


Electrophoretic Analysis 
Analysis 
Globulins 
Albu- Globu- 


Albu- - 
Total min lin min Alpha-l Alpha-2. Beta’ Gamma 
Normal H-7.9 3.5-5.5 2-3  0.3-0.5 0.55-0.85 O.8-1.2 0.75-1.2 
Patient 
13 58 4.1 1.7 2 6 0.9 1.3 Ou 0.3 
2/58 1.8 3.2 OD OS 
16 54 5.3 1.8 4.5 1.0 0.3 + 
Father 44 4.0 0.2 0.6 10 
Mother 7.2 4.8 2.4 3.7 0.3 10 1.1 1.1 
Sister (1) ) O46 10 0.7 
Sister (2) 4.5 2.3 3.6 0.3 0.8 11 


All results expressed in grams per 100 ml. 
+ Gamma globulin by immunochemical method: 


0.076 gin. per 100 mi. 
infection should, in a normal person, have been con- 
trolled by the sulfonamides or any one of the antibiotics 
used. While local x-ray therapy was used only on one- 
half the wound, the progress of the infection ceased in 
all areas of the wound at the same time. Therefore, it is 
logical to assume that this therapy was not responsible 
for the control of the infection. 

Electrophoretic studies of the patient’s serum proteins 
by the conventional Tiselius technique in barbital (Ve- 
ronal) buffer at pH 8.6 and ionic strength of 0.1, as well 
as albumin-globulin ratios by the biuret method, were 
carried out during the periods of therapy and recovery 
(see table). The elevated levels of alpha-1 and alpha-2 
globulins found electrophoretically are consistent with 
increased antigens resulting from an infectious process. 
Elevated alpha globulin levels result in an apparently 
elevated albumin-globulin ratio when this ratio is de- 
termined by precipitation methods; this is due to incom- 
plete precipitation of these proteins with 22.6% sodium 
sulfate. In our patient this was especially prominent on 
the fifth day of her second admission, when an albumin- 
globulin ratio of 4.5 gm. per 100 ml. to 0.9 gm. per 
100 ml. was found. At this time the electrophoretically 
determined albumin-globulin ratio was inverted. The 
gamma globulin level rose trom 0.3 gm. per 100 ml. of 
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serum to 0.5 gm. per 100 ml. during the period of therapy 
with whole blood, plasma, and gamma globulin. It then 
returned to the patient’s “normal” level of 0.3 gm. per 
100 ml. The low albumin levels found electrophoretically 
during the illness apparently were an indication of the 
patient’s poor nutritional state at that time; however, 
the amount of albumin present was always sufficient to 
prevent the occurrence of edema. 


In January, 1954, three months after the patient’s 
complete recovery, Dr. David Gitlin (Boston) deter- 
mined the gamma globulin level in a sample of the pa- 
tient’s serum by his immunochemical method.’ A value 
of 76 mg. per 100 ml. of serum was found, which Dr. 
Charles Janeway (Boston) states, in a personal com- 
munication, is “a very low level but considerably higher 
than the levels we have seen in children whom we feel 
have a congenital agammaglobulinemia.” Janeway and 
others '" suggest that an absence of isohemagglutinins 
in the blood in patients of blood group O, A, or B may 
be used as a simple laboratory test on which to base a 
strong suspicion of the condition of agammaglobuline- 
mia. Blood group B cells, suspended both in 30% bovine 
albumin and in isotonic sodium chloride, were used to 
test for the presence of antihemagglutinin (type B) in 
the patient’s blood (type A); however, her serum was 
found to have a normal titer. Aside from a temporarily in- 
verted albumin-globulin ratio, determined electropho- 
retically, which we ascribe to a poor nutritional state, 
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the patient’s liver profile was found to be essentially nor- 
mal. Thus, this patient’s hypogammaglobulinemia does 
not seem to be a reflection of faulty liver metabolism. 


SUMMARY 

The case of an adult female with a proved hypogam- 
maglobulinemia and remarkably low resistance to a cel- 
lulitis caused by Micrococcus (Staphylococcus) pyo- 
genes var. aureus is reported. The cellulitis did not re- 
spond to therapy until gamma globulin was added to the 
therapeutic attack. Since gamma globulin contains the 
immune bodies of the serum, more attention should be 
paid to this fraction in patients whose infections fail to 
respond to treatment. 

ADDENDUM 

On June 3, 1955, the patient’s serum albumin-globu- 
lin ratio was determined by chemical analysis. Albumin 
was 5 gm. per 100 ml. and the globulin 1.5 gm. per 
100 ml. Electrophoretic analysis of her serum revealed 
that a low gamma globulin level persisted. A modifica- 
tion of Kunkel’s ° zinc sulfate method for gamma globu- 
lin determination, which we now use as a screening test 
for hypog globulinemia, revealed the presence of 
0.2 gm. per 100 ml. (normal 0.8 to 1.2 gm. per 100 ml.). 


670 N. Michigan Ave. (il) (Dr. Latimer). 


5. Kunkel, H. G.; Ahrens, E. H., Jr., and Eisenmenger, W. J.: Appli- 
cation of Turbidimetric Methods for Estimation of Gamma Globulin and 
Total Lipid to the Study of Patients with Liver Disease, Gastroenterology 
11: 499, 1948. 


THYROID HYPERPLASIA 


IN YOUNG CHILDREN 


G.H. Klinck, M.D., Washington, D.C. 


Thyroid enlargement in young children and infants has 
been seen in 10 cases received at the Armed Forces In- 
stitute of Pathology within the last two years. Cobaltous 
chloride and ferrous suifate had been given in 5 of the 
10 cases. Two recent communications, one by Gross, 


in thyroids of children who had received cobalt with the 
changes in thyroids of others who had not received the 
drug. In the 10 children, enlargement of the thyroid was 
sometimes so marked that it interfered with breathing or 
caused death by suffocation. Five of the children were 


Data for Ten Young Children with Thyroid. Enlargement 


Armed Forces 
Institute ot 


Pathology 
No. Gestation 

Full term 
Full term 
Estimated 3 mo. 
Estimated 2% mo. 


Duration of 


Age at 
Operation 


or Autopsy 


14 days 
4 mo. 
Stillborn 
YO mo. 
mo. 
mo. 


mo. 


mo 


me 


36 mo. 


Cobalt 
Therapy, 
Mo. 


None 
None 
None 


2toad 
None 
3 


None 


State of Birth 
Pennsylvania 
Arizona 
Georgia 
Kentucky 
Michigan 
Alabama 


Texas 


Indiana 
Indiana 


Texas 


Kriss, and Spaet' and the other by Kriss, Carnes, and 
Gross, described thyroid enlargement in a group of pa- 
tients during the administration of cobaltous chloride 
for anemia and the regression of the goiter after the medi- 
cation was discontinued. Even though the Armed Forces 
Institute of Pathology series is small, it seemed an appro- 
priate one in which to compare the pathological changes 


Size, ('m., and 
Weight, Gm., 
ot Thyroid 
3:12 
Not stated 
4.5 X 3.5 $2 
Size not stated; 
estimated 36 
6.5 X 3.5 X BS 
Not removed 
Size not stated; 
2) 


4X6 X 2.53 26 
Size not stated: 


x 


born prematurely. Lobectomy or tracheotomy was re- 
sorted to in some cases, and no attempt at surgical inter- 
vention was made in other cases in which death was due 
to suffocation. 


From the Armed Forces Institute of Pathology. 


The illustrations were supplied by the Armed Forces Institute of 
Pathology. 


J 
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The one invariable pathological feature was marked, 
bilateral, uniform, and diffuse enlargement of the thyroid, 
which encircled the trachea. Microscopic examination 
revealed a striking similarity of altered thyroid architec- 
ture in all the cases. Hyperplasia was of such severity 
that a diagnosis of adenocarcinoma was considered by 
some examiners. Hyperplasia was found in all parts of 
the glands, and most of the follicles were obliterated. Rare 
round or oval follicles were present, but slit-like and 
sometimes branching spaces represented the few lumens 
that could be recognized. The cells lining the follicles 
were columnar, tall, and closely placed, and their bases 
appeared to rest on other cells rather than on a fibrous 
stroma. The slit-like follicles were almost always empty, 
but the periodic acid-Schiff reaction disclosed some rare 
intraluminal collections of homogeneous material con- 
sidered to be colloid. In some cases the lumens were 
numerous and large, but almost always they were irregu- 
lar in outline. Mitoses were not observed in most cases 
but were numerous in one. Subendothelial masses of 
hyperplastic thyroid cells were found in some cases. The 
subsidence of the thyroid swelling in the patients that 
lived and the absence of metastases in the autopsy cases 
dispel any idea of a malignant tumor. 

Although all of the cases had similar pathological 
characteristics, it was surprising that five patients had re- 


- 


‘ 


Fig. 1—Photomicrographs of thyroid hyperplasia in premature infants 
who received cobaltous chloride: A and B, three and a half months and 
C and D, about three months. A and C, * 34.5. B and D, x 279 


ceived cobaltous chloride and ferrous sulfate and that 
five had not received this combination of drugs. The table 
shows pertinent data for these cases. Figure | shows 
photomicrographs of thyroid glands in cases in which 
cobalt was given. Figure 2 shows those in which the drug 
had not been used. On the basis of histological study of 
the thyroids it was not possible to differentiate between 
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the patients who had and those who had not received 
cobalt. It should be pointed out that the same histological 
picture of hyperplasia may result from many causes, and 
caution should be observed in ascribing the changes 
noted to any one etiological factor. 


Fig. 2.—Photomicrographs of thyroid hyperplasia in infants who received 
no cobalt. A and B, in a premature infant and C and D, in a full-term 
infant. A and C, * 34.5. B and D, x 279. 


SUMMARY AND CONCLUSIONS 


In 10 cases of thyroid hyperplasia in children, five 
children received cobaltous chloride and ferrous sulfate. 
On the basis of observations on a small number of 
cases, the goitrogenic activity of cobalt cannot be estab- 
lished. Further study of a larger series of cases is indi- 
cated. 


6825 16th St., N.W. (25). 


1. Gross, R. T.; Kriss, J. P., and Spaet, T. H.: Hematopoietic and 
Goitrogenic Effects of Cobaltous Chloride in Patients with Sickle-Cell 
Anemia, A. M. A. Am. J. Dis. Child. 88: 503-504 (Oct.) 1954, 

2. Kriss, J. P.; Carnes, W. H., and Gross, R. T.: Hypothyroidism and 
Thyroid Hyperplasia in Patients Treated with Cobalt, J. A. M. A. 157: 
117-121 (Jan. 8) 1955. 


Fallacies and Misconceptions About Spectacles.—So many dis- 
quieting myths are apt to circulate concerning the visual function, 
not only among the lay public, but sometimes within our own 
profession, that it may be worth while to end with a few denials: 

It is almost impossible to damage the eyes by long hours of 
reading and sewing, even if great fatigue is experienced at the 
time. 

Spectacles worn by mothers and nursemaids do not make 
children squint. 

Migraine is not due to refractive errors, and cannot be cured 
by the provision of spectacies. 

Most headaches are not due to eye trouble. 

Myopia cannot be cured by orthoptic exercises, or by electrical 
treatment, or indeed by any known method of therapy.—J. H. 
Doggart, M.D., Spectacles, British Medical Journal, Aug. 15, 
1953. 
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STUDIES ON IRON AND COBALT METABOLISM 


Roy G. Holly, M.D., Omaha 


Cobalt has been demonstrated to be effective in the 
treatment of certain anemias.' In combination with iron, 
it is of value in the treatment of anemia of prematurity 
and infancy.” Cobalt and iron have been found to be 
effective in the prevention and treatment of most preg- 
nancy anemias.* In this article, it was stated that no toxic 
manifestations from cobalt therapy had been observed 
in pregnant women or their offspring. Because of current 
interest in cobalt toxicity, specifically, the possibility of 
cobalt inducing thyroid hyperplasia and hypothyroidism, * 
complete investigations in animals and pregnant women 
are to be reported. 


Fig. 1.—Photomicrograph showing normal rat thyroid (> 430). 


METHOD 

Observations on 78 pregnant women have been com- 
pleted; 58 received cobalt and iron, and 20 received 
cobalt alone. The iron and cobalt preparation given to 
the first group provided 60 to 90 mg. of cobaltous chlo- 
ride with iron per day. The second group received 75 to 
100 mg. of cobaltous chloride per day. Both groups re- 
ceived the medication for a minimum of 90 days prior 
to delivery. Some patients were treated for periods up to 
six months. Hematological data on the patients receiving 
cobaltous chloride and iron have been reported.* Hemo- 
globin level, hematocrit, serum iron, and erythrocyte 
protoporphyrin determinations were done at four-week 
intervals during pregnancy and were repeated once in 
the puerperium. Tests for liver function included urine 


urobilinogen, feces urobilinogen, urine coproporphyrin, 
serum bilirubin, total lipids, thymol turbidity, and ceph- 
alin-cholesterol. 

Twenty-six mature male white mice and 22 mature 
male rats bred from the Wistar strain were the subject 
of a separate investigation. Eight mice served as control 
(group M-1). Eight received propylthiouracil (group 
M-2), and 10 received cobaltous chloride (group M-3). 
The mice receiving propylthiouracil were given 0.2 mg. 
intraperitoneally daily for 10 days. The cobaltous chlo- 
ride dose was 10 mg. per kilogram body weight given 
intraperitoneally daily for 10 days. As a test of thyroid 
function in the mouse, the closed vessel technique of 
Smith, Emmens, and Parkes ® was used on the controls 
and treated groups. 

Twenty-two male rats were divided into four groups. 
Three of the rats served as controls (group R-1); three 
received 10 mg. of cobaltous chloride per kilogram per 


TABLE 1.—Summary of Animal Experiments 


No. Dose, 
Experi- of Mg./ Route of 

ment Ani- Kg./ Adminis- 

No. Animal mals Drug Day tration Duration 

M-2 Mouse 8 Propylthio- 0.2 mg./ Intraperi- 10 days 
uracil day toneal 

M-3 Mouse 10 Cobaltous 10 Intraperi- 10 days 
chloride toneal 

R-1 Rat 3 Control 

R-2 Rat 3 Cobaltous 10 Intraperi- 514 mo. 
chloride 

R-3 Rat 8 Cobaltous 40 Oral 4mo. 
chloride 

R-4 Rat Cobaltous 40 Oral 4 mo. 
chloride + 
ferrous 200 
sulfate 


day intraperitoneally for five and a half months (group 
R-2). Eight received 40 mg. of cobaltous chloride per 
kilogram per day orally for four months (group R-3), and 
eight received cobaltous chloride and ferrous sulfate 
equivalent to 40 mg. of cobaltous chloride and 200 mg. 


Professor of Obstetrics and Gynecology, University of Nebraska College 
of Medicine. 

Studies reported were aided in part by grants from Eli Lilly & Com- 
pany, Indianapolis, and Lloyd Brothers, Inc., Cincinnati. 

Roncovite, an iron-cobalt preparation, was supplied by Lloyd Brothers, 
Inc., Cincinnati. 
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of ferrous sulfate per kilogram per day orally for four 
months (group R-4). These data are summarized in 
table 1. At the completion of the experiment, the animals 
were killed. Tissue from the thyroid, pituitary, brain, 
salivary gland, heart, lung, kidney, liver, adrenal, spleen, 
stomach, pancreas, and intestines was fixed, embedded, 
sectioned, and stained with hematoxylin and eosin for 
histological examination. The hemoglobin level and 
erythrocyte count were determined on blood from the 
tail with the animal partially under ether anesthesia. 
Determinations were done initially and at two-week in- 
tervals during the study. Techniques for the hemoglobin 
level, erythrocyte count, serum iron, and erythrocyte pro- 
toporphyrin determinations have been reported. The 
liver function studies were done by the hospital labora- 
tories, University of Minnesota Hospita!s. 


ny 


Fig. 2.—Photomicrograph showing thyroid from a rat that had received 
10 mg. per kilogram per day of cobaltous chioride for five and a half 
months ( >» 420). 


RESULTS 
Hematological data on the patients and animals are 
shown in tables 2 and 3. In table 2, the blood findings 
from an additional 55 pregnant women who served as 
controls and 94 who received | gm. per day of an iron 
salt are included for comparison with those who were 
given cobalt alone or cobalt and iron. In those pregnant 


6. Stanley, A. J.; Hopps, H. C., and Shideler, A. M.: Cobalt Poly- 
cythemia: Il. Relative Effects of Oral and Subcutaneous Administration 
of Cobaltous Chloride, Proc. Soc. Exper. B:ol. & Med. 66: 19-20 (Oct.) 
1947. 

7. Dorrance, S. S., and others: Effect of Cobalt on Work Performance 
Under Conditions of Anoxia, Am. J. Physiol. 139: 399-405 (July) 1943. 
Anderson, H. D.; Underwood, E. J., and Elvehjem, C. A.: Factors Affect- 
ing the Maintenance of Cobalt Polycythemia in the Rat, ibid. 180: 
373-378 (Aug.) 1940 


J.A.MLA., Aug. 13, 1955 


women who served as controls, the reduction in hemo- 
globin level and hematocrit was associated with a de- 
crease in serum iron level and en increase in the erythro- 
cyte protoporphyrin. When the pregnant woman is given 
oral iron or iron and cobalt, the mean hemoglobin level 
and hematocrit are maintained at or increased to a 
normal value. The serum iron level and erythrocyte pro- 
toporphyrin remain normal in the majority of pregnant 
women receiving iron or iron and cobalt. A comparison 
of the control pregnancy group with those receiving iron 
or iron and cobalt emphasizes the need for supplemental 
iron to prevent the exhaustion of maternal iron reserves. 

Cobaltous chloride without iron does not prevent the 
decrease in the hemoglobin level and hematocrit usually 
found in pregnancy. As in the untreated group, the de- 
crease in the hemoglobin level and hematocrit was asso- 
ciated with a decrease in the mean serum iron level and 
an increase in the mean erythrocyte protoporphyrin val- 
ues. All of the women receiving cobalt or cobalt and iron 
were judged to have normal pregnancies. Other than a 
skin rash in one patient receiving cobalt and iron, no 
untoward symptoms from cobalt administration were 
noted. No thyroid enlargement was noted in patients re- 
ceiving cobalt. Examination failed to disclose thyroid 
enlargement in any of the children born to mothers re- 
ceiving cobalt or cobalt and iron during pregnancy. Liver 
function studies were carried out on 11 of the women 
receiving cobaltous chloride. Aside from the elevation of 
the urine urobilinogen in four patients, the remainder of 
the results were within normal limits. The liver function 
studies on pregnant patients receiving cobaltous chloride 
are shown in table 4. 

The unique property of cobalt to stimulate erythro- 
poiesis is shown in the animal experiments (table 3). 
With adeguate iron available, cobalt produced hemo- 
globin level and red blood cell values in excess of normal 
values for the male rat. This is further confirmation of 
results reported by Stanley, Hopps, and Shideler ° and 
others * to this effect. The closed vessel technique for 
measuring thyroid function in mice was felt to be the 
most suitable method for evaluating thyroid function in 
this animal. The mean minutes survival time in the cobalt- 
treated group does not appear to be significantly longer 
than in the controls. The difference between the means ot 
these two populations is not statistically significant at 16 
degrees of freedom with fiducial limits at the 5“ level. 
The mice receiving propylthiouracil had an increased 
survival time, indicating suppression of thyroid function. 
These data are summarized in table 5. 

The only histological evidence of cobalt effect was seen 
in the renal tubules of some of the rats receiving exceed- 
ingly high intraperitoneal doses of cobalt, far in excess of 
any comparable oral dose given to human beings. Since 
cobalt is excreted in the urine, this cellular damage was 
not unexpected. A necrosis of the cells lining the renal 
tubules was seen in some of the sections, but this change 
was not associated with any glomerular damage. There 
was no evidence of any abnormality in thyroid architec- 
ture. All other tissues were histologically normal in ap- 
pearance. Examples of the thyroid patterns from one con- 
trol animal and from an animal receiving the maximum 
cobalt dose are shown in figures | and 2. 
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COMMENT 

The mechanism by which cobalt exerts its effect on 
the hematopoietic system is not known. Hypotheses that 
cobalt acts by direct anoxia of the bone marrow cells * 
or by an indirect tissue anoxia due to enzyme inhibition '* 
have been convincingly discredited.’ Cobalt is absorbed 
from the intestine and is excreted primarily by the kidney 
and to some extent in the bile. No serum cobalt level has 
ever been demonstrated, except in individuals receiving 
cobalt. Human erythrocytes produced by cobalt stimula- 
tion are normal in appearance and have been shown to 
have a normal survival time when transfused into recip- 
ients.'° Cobalt is therapeutically effective in many ane- 
mias, particularly those associated with hypoplastic or 
aplastic bone marrow changes. Cobalt with iron has 
been shown to be effective in the treatment of the most 
frequently seen anemia in pregnancy and in anemias of 
prematurity and infancy.” We have routinely adminis- 
tered cobalt and iron in a clinic obstetric practice. Un- 
doubtedly, there is widespread usage over the country. 
The common anemia in pregnancy results from a defi- 
ciency of iron. By administration of an iron salt, hemato- 
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were not significant. Rats maintained on an intraperito- 
neal dose of cobalt equivalent to 100 to 160 times a dose 
normally used in human therapy were found to have no 
abnormalities in their liver architecture. Hopps, Stanley, 
and Shideler arrived at a similar conclusion in their his- 
topathological studies of rats receiving cobaltous chlo- 
ride.'” It is safe to assume on the basis of these animal 
experiments and the experience in human beings that co- 
balt does not produce liver disease. 

Kriss, Carnes, and Gross * recently reported the occur- 
ence of thyroid enlargement, thyroid hyperplasia, and 
hypothyroidism in children receiving cobalt. Thyroid 
function studies by means of radioactive iodine (I'*') 
uptake, protein bound iodine, and cholesterol determina- 
tions were a part of this report. Thyroid symptoms and 
laboratory findings returned to normal when cobalt was 
discontinued. Scattered references to similar thyroid en- 
largement attributed to cobalt administration have crept 
into the literature in recent months. Aside from one in- 
stance in the Kriss report, all examples of thyroid dis- 
turbance have occurred in children. The case of one adult, 
cited by Kriss, was that of a 55-year-old woman who 


TABLE 2.—Comparative Results of Cobalt and Iron on Hematological Values in Pregnancy 


Pretreatment Values Final Values (Predelivery) 


Hemo- 

globin 

Level, 
No.of Gm./ 

Group Cases Dose 100 Ce, 
G4 1 gm./day 12.2 
re 5s 60-90 mg./day 12.2 


0.8-1.2 gm./day 


" 
Erythro- Ervthro- 
cyte Hemo- cyte 
Packed Serum Protopor- globin Packed Serum Protopor- 
; Cell ron, phyrin evel, Cell Iron, phyrin, 
Volume, Meg:/ Meg./ Gm./ Volume, Meg./ Meg. / 
% 100 Ce. 100 Ce 100 Ce % 100 Ce, 100 Ce, 
38 GS 43 11.4 35.5 5d 60 
37.5 100 47 ug 36 53 65 
37 OG 39 12.9 39.5 105 43 
38.5 110 42.5 13.1 41.5 114 44.5 


logical decreases in about 80% of pregnant patients can 
be prevented. The significant effect of cobalt combined 
with iron is the maintenance of normal hematological 
values in nearly 100% of the patients. Predelivery hemo- 
globin level values of 13 to 14 gm. per 100 cc. occurred 
more often in pregnant women receiving iron and cobalt 
than in those receiving an iron preparation alone. Cobalt 
has been found to be effective in the treatment of hypo- 
plastic anemia of pregnancy. 

Any substance of value in the treatment of disease 
must necessarily be considered in the light of possible 
toxic effects. In spite of widespread use of cobalt and iron, 
no serious toxic manifestation has been reported, except 
that observed by Kriss, Carnes, and Gross.* Minimal 
gastrointestinal symptoms may occur in a small percent- 
age of patients. An occasional patient may develop a skin 
rash, which promptly disappears when cobalt medication 
is discontinued. An excess of a heavy metal may result 
in liver damage. It is logical to study this organ for pos- 
sible cobait toxicity. The battery of liver function studies 
on patients under cobalt therapy during pregnancy indi- 
cated that cobalt had no deleterious effect upon the liver. 
There is no way to interpret the elevated urine urobili- 
nogen excretion values determined on four of the preg- 
nant women, since pretreatment values were not ob- 
tained. Other equally sensitive tests were negative. The 
urobilinogen values outside the normal range probably 


died of myocardial infarction as a sequela to severe renal 
disease and hypertension. This woman had nitrogenous 
retention and had received hexamethonium. It seems un- 
fair to implicate cobalt as solely responsible for the ab- 
normal thyroid pattern observed at autopsy on this 
woman. Extensive investigations on animals and children 
have failed to confirm the findings reported by Kriss 
and others. Scott '* has administered cobalt and cobalt 
and iron to rats in a dose sufficiently large to produce 
polycythemia. He concluded that cobalt had no effect on 
iodine metabolism. Thyroid ['*! uptakes were normal in 
rats after prolonged cobalt administration. The I'*'- 
bound hormone was normal in all phases of his investi- 
gation, indicating that the thyroid was trapping iodine, 
synthesizing thyroxin, and releasing it into the blood 
stream. The distribution of I'*' was normal in all tissues. 


8. Barron, A. G., and Barron, E. S. G.: Mechanism of Cobalt Poly- 
cythemia: Effect of Ascorbic Acid, Proc. Soc. Exper. Biol. & Med. 35: 
407-409 (Dec.) 1936. 

9. Warren, C. O.; Schubmehl, Q. D., and Wood, I. R.: Studies of the 
Mechanism of Cobalt Polycythemia, Am. J. Physiol. 142: 173-178 (Sept.) 
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Jaimet and Thode '* have been unable to demonstrate 
any thyroid enlargement or significant alteration of thy- 
roid function in children after 9 or 10 weeks of cobalt 
administration. They varied the cobalt dosage to provide 
1 to 6 mg. of cobaltous chloride per kilogram per day. 
The iodine uptake, conversion ratio, and saliva protein- 


TaBLe 3.—Effect of Cobaltous Chloride on Hematological 
Values in Rats 


Mean Values 


Dose, 
a kg. 
Hemoglobin 


Red Blood Cell 
Count, 


No, Route Level, per Cu. Min, 
Experi- ot tous rous of Ad- Gm./100 Ce. x 108 
ment Ani- Chlo- Sul- ninis- 
No. mals ride fate* tration Initial Final Initial Final 
R-1 vas. duxes 18.0 8.2 9.7 
R-2 3 10 Intraperi- 16.3 30.4 6.8 15.3 
toneal 
R-3 8 40 ie Oral 16.1 24.7 8.3 11.7 
R-4 & 40 200) Oral WA 23.4 8.1 12.8 
* Rats were maintained on Purina Laboratory Chow. This diet con- 


tained 326 ppm of iron and presumably supplied vt icin iron for 
hemoglobin synthesis in these experiments. 


bound iodine activity ratio were not affected by cobalt 
administration in these children. The children receiving 
6 mg. per kilogram per day were receiving twice the 
amount of cobalt given by Kriss to the one control pa- 
tient in whom thyroid enlargement was produced. Only 
the I’*' uptake was reduced during the period of cobalt 
administration. The paradox of normal cholesterol and 
protein bound iodine values, associated with decreased 
radioactive iodine uptake, was observed in one other 
patient. The conclusion that cobalt produces thyroid 
hyperplasia and hypothyroidism scarcely seems justified 
on the basis of the Kriss investigation. 

The animal investigations reported here, with those 
of Scott, would indicate that cobalt does not alter thyroid 
metabolism in the rat. While animal experiments cannot 


TABLE 4.—Liver Function Tests* on Pregnant Patients 
Receiving Cobaltous Chloride 


SB, 
UT, UC, FU, Mg. 100 Ce. 

Case Meg., Meg./ Mg./ - TL, 

No. Day Day Day 1Min. ‘Total Units Units CC 
4 5.1 223 51 4 0 
6 01 0.2 D4 3 0 
0.1 0.3 58 2 0 
+] 10.9 109 46 01 0.3 45 3 0 
10 24 115 39 01 0.5 60 4 trace 
12 0.1 0.1 

13 0.3 122 3] 

14 ».2 199 01 0.3 7 4 0 
15 2.0 7 

16 1,1 44 79 oe 
7 5.9 127 dD 0.1 0.2 60 6 0 
° ® Bommel range of values: UU—urine urobilinogen (1-3 mg./day), UC 


urine coproporphyrin (40-275 meg./day), FU—feees urobilinogen (40-280 
mg./day), SB—serum bilirubin, TL—total lipids (18-70 units), TT—thymal 
turbidity (0-4 units), and CC—cephalin cholesterol (0-1+). 


always be used as a basis for judging pharmacological 
action in the human being, it is generally recognized that 
the rat and mouse thyroid glands are more susceptible to 
goitrogenic agents than the human thyroid. Observations 
on pregnant women and the more detailed investigations 


14. Jaimet, C. H., and Thode, H. G.: Personal communication to the 
author. 


J.A.M.A., Aug. 13, 1955 


on children receiving cobalt and iron would substantiate 
the absence of any goitrogenic action on the part of cobalt. 
Cobalt and cobalt and iron have been administered to 
thousands of children and adults in the prevention and 
treatment of anemia in the past decade. Probably no 
more than a dozen examples of thyroid enlargement have 
been recorded. The coincident occurrence of thyroid 
enlargement, with or without disturbance of thyroid func- 
tion, with cobalt administration could be explained more 
reasonably on the basis of a chance relationship, rather 
than any goitrogenic action of cobalt. 


SUMMARY AND CONCLUSIONS 

In an investigation on animals and pregnant women, 
a group of 55 normal pregnant women served as a con- 
trol. In this group, there was a decrease in the mean 
hemoglobin level and hematocrit associated with a de- 
crease in the mean serum iron level and an increase in 
the mean erythrocyte protoporphyrin. A second group 
of 94 pregnant women was given an iron supplement in 
their diet. A third group of 58 pregnant women received 
an iron and cobalt preparation. A supplement of iron or 
iron and cobalt effectively prevented any reduction in the 


TaBLe 5.—Comparative Effect of Intraperitoneally-Administered 
Cobaltous Chloride and Propylthiouracil on Thyroid 
Function in Mice * 


Mean Mean 
Sur- Survival 
Experi- vival Time, 
ment Time, Min./Gm. 
No. Drug Dose Min. Body Weight 
M-3 Cobaltous chloride 10 mg./kg./ day 117 53 
M-2 Propylthiouracil 0.2 mg./day 161 8&2 333 


* By technique of Smith, Emmens, and Parkes.5 


mean hemoglobin level and hematocrit during pregnancy. 
A fourth group of 20 pregnant women received only co- 
baltous chloride, which did not prevent a decrease in 
hemoglobin level and hematocrit. 

There were no toxic manifestations following cobalt 
administration to 78 pregnant women. All children re- 
sulting from these pregnancies were found to be normal. 
A small percentage of patients complained of gastro- 
intestinal intolerance. A skin rash, observed in one 
woman under cobalt therapy, disappeared when the 
cobalt was discontinued. Liver function studies were 
essentially normal in 11 pregnant patients receiving co- 
balt. The thyroid gland was not enlarged in any of the 
group. While propylthiouracil was observed to suppress 
thyroid function in mice, the administration of large 
doses of cobaltous chloride had no effect. Significant in- 
creases in the mean hemoglobin level and erythrocyte 
values were observed in rats fed cobalt or cobalt and 
iron. No demonstrable histological change was observed 
in the thyroid glands of these rats. All organs and tissues 
examined were normal with the exception of the kidney. 
Renal tubular necrosis was seen only in some of the 
animals receiving exceedingly high intraperitoneal doses 
of cobalt. The administration of cobalt or cobalt and 
iron to mice, rats, and pregnant women did not result in 
goiter formation. 
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THYROID FUNCTION STUDIES ON CHILDREN RECEIVING COBALT THERAPY 


Charles H. Jaimet, M.D. 


and 


Henry G. Thode, Ph.D., Hamilton, Ontario, Canada 


Gross, Kriss, and Spaet,' in 1954, reported that thy- 
roid hyperplasia and goiter had developed in several 
children receiving an experimental cobaltous chloride 
preparation. Details of what appear to be the same cases 
have more recently been reported by Kriss and co- 
workers.” Although premedication values were deter- 
mined in only a single case, thyroid function studies led 
them to conclude that suppression of thyroid function 
due to cobalt was the primary cause of hyperplasia and 
consequent goiter formation. Also, biochemical studies 
of Kirkwood and Fawcett * in this university indicate 
that the activity of the thyroid enzyme tyrosine iodinase 
is inhibited in a cell-free thyroid homogenate by cobalt 
in 10 * M concentrations. 

Antithyroid agents generally are effective in animals,’ 
and their potency can usually be established promptly 
by the effect of single doses on the thyroid function test 
in human beings.° However, Kriss * and others ° report 
that cobalt meets neither of these criteria. Previous work 


other determinations. It was felt that the uniformity of 
the group procedure might eliminate possible causes of 
variation in the test results. 

On the day following the preliminary function tests, 
medication with a liquid cobalt-iron preparation was be- 
gun. Dosage was so adjusted that four of the children 
received 1 mg. of cobaltous chloride per kilogram of 
body weight per day, five received 2 mg. per kilogram, 
four received 4 mg. per kilogram, and five received 
6 mg. per kilogram. The treatment was given once, 
twice, three times, and four times a day respectively. 
These doses were chosen because they are representative 
of the range of dosage that might be expected when the 
commercial product is used according to the directions 
supplied and because the dosage reported by Kriss and 
co-workers * in their single “controlled case” was at the 
median of our dosage range. Furthermore, the maximum 
dose used by us has previously been indicated to be safe 
for use in children." 


TaBLe 1.—Results of Thyroid Function Studies in Patients Receiving Interrupted Cobalt-lron Therapy 
(24 Hr. Values Following 50 uc Tracer Dose of I'*') 


1131 Uptake, % 


Saliva Protein-Bound lodine 


Conversion Ratio Activity Ratio 


Cobaltous After After After Atter After After After After After 
Case Chloride, Pre- 5 Wk 10 Wk. 14 Wk. Pre- 5 Wk. 10 Wk. 14 Wk. Pre- 5 Wk. 10 Wk. 14 Wk. 
No Mg. Kg. therapy Therapy Therapy * Therapy t therapy Therapy ‘Therapy * Therapy t therapy Therapy Therapy * Therapy t 
16 6 24 7 45 35 s & 11 40 160 1,946 172 113 
17 6 23 7 25 34 20 2 6 30 250 276 170 53 
18 } 6 50 26 22 D4 20 12 24 ow 168 
* Last 5 weeks without therapy. 
+ Five weeks with therapy; 5 weeks without; last 4 weeks with therapy. 
} Pretherapy I'%! tests were for some unknown reason above normal. The subsequent post-therapy normal levels do not, therefore, justify any 


conclusion one way or the other regarding effect of cobalt, and tests on this patient were discontinued. 


reported from our laboratories ‘ has dealt with the iodine 
cycle in human beings and with the use of saliva protein- 
bound iodine activity ratios as a sensitive, reliable indi- 
cator of thyroid function and of the hypothyroid state in 
particular. Because of our interest in this field, as well as 
in the use of cobalt-iron therapy in anemia, we thought it 
desirable to investigate further the antithyroid effect as- 
cribed to cobalt by Kriss and co-workers.” 


METHODS AND MATERIALS 

Preliminary thyroid function studies and careful clin- 
ical examinations were carried out on a group of 18 chil- 
dren, aged 5 to 9. Ten were male, and eight were female. 
Details of the radioactive iodine uptake, conversion 
ratio, and saliva protein-bound iodine activity ratio 
techniques used have been reported.* The inclusion of 
the latter procedure seemed especially desirable since 
we have shown it to be relatively more accurate in de- 
tecting the hypothyroid state.** The tracer dose of 50 pc 
of radioactive iodine (1'*') was administered to all of the 
children on the same evening. Iodine uptake studies were 
made with Geiger and scintillation counters 24 hours 
later, and blood and saliva samples were taken for the 


Five weeks and again 10 weeks after therapy was be- 
gun, the battery of function tests was performed as de- 
scribed above with the same precautions as to group pro- 
cedure. One patient (case 18) was dropped from the 
study because pretherapy I'*' tests were, for some un- 
known reason, above normal. The subsequent post- 
therapy normal levels do not therefore ‘justify any con- 
clusions One way or the other regarding effect of cobalt. 


From Hamilton College, McMaster University. 

The cobalt-iron preparation used in this study was supplied as Ron- 
covite drops by Lioyd Brothers, Inc., Cincinnati. 

S. Nablo, Alex Harrison, Harold Amy, and Mary Evel gave technical 
assistance. 
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After the five-week period, therapy was discontinued in 
two of the patients receiving the 6 mg. per kilogram 
dosage. These two patients (cases 16 and 17), whose 
tests are shown separately in table 1, showed a sharp de- 
pression of thyroid function according to the I'*! studies. 
They did not then nor subsequently exhibit any goiter 
or any signs or symptoms of hypothyroidism. They were, 
and are, in fact healthy and asymptomatic. After due 
consideration it was decided to discontinue cobalt ther- 
apy, repeat I'*' tests in another month, and then, if tests 
were normal again (as they were), reinstitute cobalt 
therapy for another four-week period. Final assessment 
showed no added fall in thyroid function. We do not 
offer any suggestion as to why these two children 
showed this reaction, but obviously cobalt was not sup- 
pressing on the second course, and, if anything, they were 
handling iodine and making thyroxin better at the last 
than before cobalt therapy. The administration of co- 
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spection shows the lack of significant variation over this 
extended period. It would appear that cobalt was com- 
pletely without effect on thyroid function in these cases. 
In no instance were gastrointestinal side-effects seen from 
the medication. No clinical signs of hypothyroidism were 
seen at any time, nor was there any clinical evidence of 
thyroid enlargement at any time in any patient. In fact, 
the children and their supervisors all remarked on their 
sense of well-being throughout therapy. Hemoglobin 
level findings are shown in table 3. Since iron deficiency 
may be assumed to have been present in several of the 
patients, the increases that appear are those to have been 
expected. No conclusions, of course, could be drawn 
from this work as to the felative merit of cobalt-iron and 
cobalt alone. The figures are included, however, because 
Kriss *? had reported a sharp fall in hemoglobin level 
values coincidental with goiter formation in patients re- 
ceiving cobalt. 


TABLE 2.—Results of Thyroid Function Studies in Patients Receiving Cobalt-lron Therapy 
(24 Hr. Values Following 50 uc Tracer Dose of 1°") 


1131 Uptake, % 


Saliva Protein-Bound Iodine 


Conversion Ratio Activity Ratio 


Cobaltous After After After After After After 
Case Chloride, Pre- 5 Wk. 10 Wk. Pre- 5 Wk. 10 Wk. Pre- 5 Wk. 10 Wk. 
No. Mg./Kg. therapy Therapy Therapy therapy Therapy Therapy therapy Therapy Therapy 
1 39 34 33 83 25 17 &S 136 189 
1 32 46 43 44 29 30 43 48 
1 31 24 25 32 28 30 47 72 47 
1 21 38 34 26 49 43 17 11 15 
LIL 2 19 33 31 28 19 20 100 103 109 
2 10 19 21 12 17 13 154 152 249 
2 32 28 35 26 16 26 120 140 65 
CCRT CRE CRE CE 2 51 38 34 32 30 24 16 31 95 
TCT 24 27 29 24 27 20 41 71 
4 30 33 26 20 21 18 92 112 100 
ee 4 41 32 28 42 30 35 58 58 8S 
PE PEST 6 27 22 18 16 33 19 138 60 130 
6 43 43 30 38 63 31 34 19 55 
31 31 29 29 28 25 67 77 83 
balt therefore covered a period of 10 weeks in all pa- COMMENT 


tients. During this time, the children lived together in an 
institution under similar living conditions, with similar 
diet and with administration of the medicament super- 
vised by an attending nurse. This eliminated the possi- 
bility of irregular administration. Frequent clinical ex- 
aminations were carried out with particular attention to 
the thyroid gland, and no change in their healthy state 
was observed. Hemoglobin level determinations were 
done by standard methods, samples being taken at the 
time the thyroid function studies were done. 


RESULTS 


Results of all three thyroid function studies are shown 
in tables 1 and 2. In none of the children was there any 
approach toward hypothyroidism, and even casual in- 


7. (a) Thode, H. G.; Jaimet, C. H., and Kirkwood, S.: Studies and 
Diagnostic Tests of Salivary-Gland and Thyroid-Gland Function with 
Radioiodine, New England J. Med. 251: 129-134 (July) 1954. (b) Johns, 
M. W., and others: Radioiodine 131 in Diagnosis of Thyroid Function, 
Canad. M. A. J. 68: 132-137 (Feb.) 1953. (c) Fawcett, D. M., and 
Kirkwood, S.: The Synthesis of Organically Bound lodine by Cell-Free 
Preparations of Thyroid Tissue, J. Biol. Chem. 205: 795-802 (Dec.) 1953. 

8. Footnote 7a. Jaimet, C. H.: Clinical Use of Radioactive Isotopes, 
Canad. M. A. J. 67: 108-112 (Aug.) 1952. Sheline, G. E., and Clark, 
D. E.: Index of Thyroid Function: Estimation by Rate of Organic 
Binding of I’, J. Lab. & Clin. Med. 36: 450-455 (Sept.) 1950. 

9. Rohn, R. J., and Bond, W. H.: Observations on Some Hematological 
Effects of Cobalt-Iron Mixtures, Journal-Lancet 73: 317-324 (Aug.) 1953. 


In the single case of sickle cell anemia reported by 
Kriss and co-workers,’ in which thyroid function studies 
were done prior to and during therapy with cobaltous 


TABLE 3.—Hemoglobin Level Determinations in Patients 
Receiving Cobalt-lron Preparation 


Hemoglobin Level, Gm./100 Ce. 
Cobaltous 


Chloride, After After 
Case Myg./Kg./ Pre- 5 Wk. 9-10 Wk. 
No. Day therapy Therapy Therapy 
1 11.9 12.6 12.5 
o% 1 14.9 14.0 14.6 
"2 12.6 12.0 12.7 
1 11.2 11.2 12.0 
ad 2 11.9 12.4 13.0 
an 2 13.4 14.0 14.3 
cians 2 13.2 12.6 12.7 
2 12.6 13.3 13.1 
4 12.9 13.6 14.5 
4 12.6 14.0 13.2 
4 13.6 13.4 13.3 
4 13.6 13.6 14.0 
DckGtntorideckonsakwam 6 12.6 12.9 13.8 


chloride, a very pronounced fall in iodine uptake to 2% 
was reported after nine weeks of therapy at a dosage 
of 3 mg. of cobaltous chloride per kilogram per day. 
A goiter designated as 2+- was reported to have de- 
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veloped. Since these authors were able to demonstrate 
this result in a case selected at random, it would be un- 
likely that it presented a coincidental idiosyncrasy. In 
our series of 17 cases, we could find neither such change 
in function nor development of goiter. We therefore 
could not confirm the findings of Kriss and co-workers * 
in any way, even at dosage levels twice as great as used 
by them. Several explanations appear to be possible. 
First, none of our patients had sickle cell anemia, whereas 
Kriss and co-workers * drew their conclusions concern- 
ing hypothyroidism solely from children with this dis- 
ease. However, other studies '’ with cobalt in patients 
with sickle cell anemia have likewise failed to confirm 
their results. Since cobaltous chloride is not an official 
drug, specifications for medicinal quality are not avail- 
able, and it is possible, of course, that variations in the 
quality of the drug could be responsible for the findings 
of Kriss. The presence of toxic impurities in some sam- 
ples of commercially available cobaitous chioride have 
been reported."? 


SUMMARY AND CONCLUSIONS 


The administration of a cobalt-iron preparation in 
a dosage providing 1, 2, 4, and 6 mg. of cobaltous chlo- 
ride per kilogram of body weight daily for 10 weeks 
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caused no significant change in thyroid function in 17 
children. Function studies included radioactive iodine 
uptake, conversion ratio, and saliva protein-bound iodine 
activity ratio determinations. No thyroid enlargement 
occurred in any of the cases; clinical hypothyroidism 
did not develop. The results indicate that cobalt used in 
amounts up to 6 mg. per kilogram per day for 10 weeks 
does not affect any phase of thyroid function as meas- 
ured by our radioactive iodine tests and has no goitro- 
genic action. Since cobalt, in vitro, in cell-free homoge- 
nates has been shown by Kirkwood and Fawcett ° to 
inhibit tyrosine iodinase, the complete lack of antithyroid 
effect of cobalt in our experiments suggests that cobalt 
does not permeate the cells of the thyroid gland in vivo 
to a sufficient extent to affect gland function. Our results, 
of course, do not preclude the possibility of a rare idio- 
syncrasy or the possibility of some disease that would 
raise the cells of the thyroid to a state permeable to 
cobalt. 

10. Wolf, J., and Levy, I. J.: Treatment of Sickle-Cell Anemia with 
Cobalt Chloride, A. M. A. Arch. Int. Med. 93: 387-396 (March) 1954, 

11. Stanley, A. J.; Hopps, H. C., and Shideler, A. M.: Cobalt Poly- 
cythemia: II. Relative Effects of Oral and Subcutaneous Administration 


of Cobaltous Chloride, Proc. Soc. Exper. Biol. & Med. 66: 19-20 (Oct.) 
1947. 


COBALTOUS CHLORIDE AND IODINE METABOLISM OF NORMAL 
AND TUMOR-BEARING RATS 


Kenneth G. Scott, Ph.D. 


William A. Reilly, M.D., San Francisco 


Earlier studies have shown that transmissible tumors 
in rats and mice cause an alteration in the metabolism of 
radioactive iodine (1'*') and I'*!-labeled compounds.’ 
Animals bearing various transmissible tumors stored 
more I'*! in their tissues than the controls. Additional 
studies upon this phenomenon showed the increased I'"! 
uptake to be a local reaction at first. In the case of sub- 
cutaneous tumor implants, increased I'*' uptake was ob- 
served only in the skin adjacent to the tumor. As the 
growing tumor exceeded a size of about 100 mg. the en- 
tire skin organ of the host became involved and took up 
more I'*' than the controls.* As the tumor process pro- 
ceeds, the iodide trapping by the tissues of the host in- 
creases to the extent that the excretion of iodide is mark- 
edly reduced. The extra thyroidal trapping of I'*' inter- 
feres with thyroid function. The relationship between 
iodide trapping and tumor implant survival was estab- 
lished when it was shown that tumor implants in nonsus- 
ceptible rats did not elicit the iodide-trapping reaction 
even though they grew from 0.2 to 1.0 gm. prior to re- 
gression.* 

In our efforts to screen agents that might block the un- 
desirable trapping of iodide, which appears to be bene- 
ficial to the malignant process, attention was drawn to 
the in vitro studies of Kirkwood and Fawcett, in which 
they have shown that cobalt can inhibit such enzymes as 
iodotyrosinase.* It seemed desirable to investigate the 
effect of feeding cobalt to tumor-bearing animals since a 


polypeptide has been separated from tumor tissue that is 
associated with large amounts of free tyrosine and that 
binds 
METHODS 

Five young female Slonaker rats were used in each of 
the groups described below. Two groups were given co- 
baltous chloride and two groups given cobaltous chloride 
plus ferrous sulfate in their drinking water. One group 
given distilled water served as a control. All five groups 
were maintained on the above schedule for 44 days be- 
fore they were killed. Thirteen days prior to the killing, 
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animals in group | (cobaltous chloride), group 3 (con- 
trol), and group 4 (cobaltous chloride plus ferrous sul- 
fate) received a tumor implant in each flank; this was a 
sarcoma that grows in the “ascites” form and enables 
uniform implants of 4.9 « 10° cells to be administered 
to each rat. Sixty-six hours prior to the killing, a tracer 
dose of I'*' was given to all groups, thus tagging the 
iodide pool of the animals. The presence of this radio- 
active tag made it possible to quantitate the conversion 
of the inert iodide pool into organically bound iodine as 
well as to study the complexing of iodide resulting from 
the tumor process. The release of protein-bound iodide 
to the blood stream of the rats was measured using an 
anionic exchange resin.’ Selection of a 66-hour interval 


TaBLe 1.—Results of Cobalt Administration on Normal and Tumor-Bearing Rats 
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animals appeared to tolerate the cobalt well at the dosage 
level used. All of the rats gained weight at a normal rate. 
As was expected from the observation of Anderson and 
others ° the animals receiving cobalt or cobalt plus iron 
had a polycythemia that is reflected in a larger than nor- 
mal packed cell volume. The animals receiving cobalt 
and cobalt plus iron had tumors that weighed 67 and 
70% of the controls. Cobalt or cobalt plus iron feeding 
significantly reduced tumor growth. P was less than 0.01 
for both groups, when they were compared to their con- 
trols. 

The uptake of I'*' by the thyroids of all five groups of 
rats fell within normal limits. The greater than normal 
thyroid uptake by the tumor-bearing animals is typical 


1 
Cobaltous 
Chloride 

Tumor 

Av. daily intake cobalt, mg 
Av. daily intake iron, mg 
Packed cell volume 
Tumor weight 
Animal weight 


Group 
2 3 4 Db 
Cobaltous Cobaltous 
Cobaltous Distilled Chloride + Chloride + 
Chloride Water Ferrous Sulfate Ferrous Sulfate 
Tumor Control Cobalt Control Tumor Tumor Control 
14.8 16.7 12.9 13.7 
3.8 3.3 3.6 
4.9 5.5 
16.6 1.28 48.6 1.75 61.6 = 2.5 62.0 1.59 
4.49 + 0.76 3.69 + 0.31 
110 + 1.6 117 = 2.6 109 + 4.0 96 + 4.7 
163 + 6.8 164 + 1.7 156i = 7.4 144 + 7.8 
148 140 144 150 


TaBLeE 2.—Metabolism of lodine in Normal and Tumor-Bearing Slonaker Rats * 


Cobaltous 
Chloride 
Tumor 
1.40 + 0.755 
0.21 + 0.049 
16.9 + 3.33 
0.054 = 0.015 


Gastrointestinal tract, % per organ 
Skin, % per gm. wet weight 
Thyroid, % per organ 
Tumor, % per gm. wet weight 


Bound hormone in plasma, % per 0.017 
Balance of animal, % per gm. wet weight.................... 0.07 
1.7 


Feces, % per gm. wet weight 


Group 
2 3 4 5 

Cobaltous Cobaltous 

Cobaltous Distilled Chloride + Chloride + 
Chloride Water Ferrous Sulfate Ferrous Sulfate 
Tumor Control Cobalt Control Tumor Tumor Control 
t 0.77 = 0.126 t¢ 1.71 + 0.75 ¢ 1.95 = 0.79 + 0.72 + 0.084 t¢ 


0.11 += 0.021 0.18 = 0.030 0.18 + 0.049 0.12 + 0.104 
4.56 + 0.311 9.1 + 1.60 13.4 + 2.61 7.68 ~ 1.25 
0.024 0.007 0.047 0.016 
0.067 0.037 0.060 0.041 
6.020 0.015 0.013 0.021 
0.047 6.012 0.047 0.020 
0.03 0.09 0.06 0.03 
80.7 73.0 60.9 77.0 
5.0 4.9 


* Compounds given in drinking water for 44 days prior to ['*! administration. The rats were killed 66 hours after I'3! administration. 


t Values are means standard error = dev? 
(n) (n-1) 
between I'*' administration and sacrifice allowed ample 
time for the synthesis and release of thyroxin, and in part, 
reflected its rate of utilization. The tissues and excreta 
obtained were assayed for I'*' with a scintillation 
counter. 
RESULTS 
The average daily water intake, body weights, packed 
cell volumes, and cobalt and cobalt plus iron intakes are 
presented in table 1 for comparison with controls. No 
appreciable difference in water intake was observed. The 


5. Scott, K. G., and Reilly, W. A.: Use of Anionic Exchange Resin 
for the Determination of Protein-Bound I** in Human Plasma, Metabolism 
3: 506-509 (Nov.) 1954. 

6. Anderson, H. D.; Underwood, E. J., and Elvehjem, C. A.: Factors 
Affecting the Maintenance of Cobalt Polycythemia in the Rat, Am. J. 
Physiol. 130: 373-378 (Aug.) 1940. 


for this time period because the maximal uptake is at- 
tained at a later time than the normals. These data are 
presented in table 2 with the I'*' content of the other 
specimens measured. The greater than normal I'*' con- 
tent of the tissues of the tumor-bearing rats is typical for 
the time period selected after I'*' administration and is 
due to the malignant process. The increased uptake is 
presumably due to the iodide-binding action of the tumor 
polypeptide, which has been demonstrated in human, 
mouse, and rat tumors.” All groups of rats had detectable 
amounts of |'*' in their plasma. From 23 to 51% of the 
total I'*' was present as protein bound iodine. No signifi- 
cant difference was observed between protein bound I'*! 
in plasma of the cobalt-treated animals and their con- 
trols. The rats receiving cobalt retained more of the I'*? 
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tag in the tumor tissue than their controls. This effect 
has not been explained. Further studies are in progress in 
order to investigate this difference. 


COMMENT 

Within the scope of their limitations, these studies con- 
firm those of others,° indicating that the administration of 
cobalt or cobalt plus iron is capable of stimulating 
hematopoiesis in the rat to a significant degree. In addi- 
tion this regimen inhibited tumor growth significantly, 
although the results were not dramatic. No inhibition of 
['*' thyroid uptake, thyroxin synthesis, hormone release, 
or circulating hormone levels were observed following 
cobalt feeding. Owing to the fact that the growth of the 
young rats in the several groups described was well within 
normal limits for this strain of rat, it must be concluded 
that hormone utilization was essentially normal. Com- 
parative studies upon thyroidectomized rats of the same 
strain in this laboratory indicate that adequate thyroid 
tissue is essential for normal growth.’ It has also been 
observed by Levine and co-workers * that inadequate 
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iodide diets cause young rats to develop severe goiter in 
four to five weeks. No evidence of goiter was observed in 
the cobalt-treated animals at the time of killing. 


SUMMARY 

The addition of cobaltous chloride to the drinking 
water of rats in order to maintain a daily intake of 60 mg. 
per kilogram of body weight had no appreciable effect on 
their iodine metabolism. Similar results were obtained 
with a mixture of cobaltous chloride (60 mg. per kilo- 
gram) and ferrous sulfate (57 mg. per kilogram). At the 
dosage levels described above, a pronounced poly- 
cythemia was observed after 44 days of cobalt adminis- 
tration. No deleterious effect was observed upon thyroid 
function or growth. The administration of cobaltous 
chloride at the dosages used in this study significantly re- 
tarded the growth of a transmissible fibrosarcoma. * 

7. Scott, K. G.: Unpublished data. 

8. Levine, H.; Remington, “R. E., and von Kolnitz, H.: Studies on the 
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ALIEN INTERNS AND RESIDENTS IN THE UNITED STATES 


James E. McCormack, M.D. 


Arthur Feraru, D. en D. de L. U. (Lyons), New York 


For the past several years various agencies have been 
interested in evaluating the status of physicians trained 
abroad who have come to this country either as émigres 
or as temporary visitors in search of further training. 
Several statistical studies have been reported that indi- 
cate that the number of foreign-trained physicians oc- 
cupying house officer positions is increasing. For the 
year 1953-1954, estimates ranged between 5,500 * and 
6.000 ° such physicians, who constitute between one- 
fifth and one-fourth of the total interns and residents on 
duty in the hospitals of this country. 


NONIMMIGRANT PHYSICIANS 


In the earlier reports referred to, it was not feasible to 
separate immigrant physicians from those foreign- 
trained physicians who were here on nonimmigrant 
visas for a limited period of hospital training. Further- 
more, it has not always been possible to be sure that col- 
lected data omit duplications. One of the difficulties ex- 
perienced by many hospitals in arranging a training pro- 
gram is the tendency for alien physicians to arrive at odd 
times to begin training, whereas the average American 
intern or resident starts his period of service on July | 
or Jan. 1. Furthermore, as hospital administrators 
know, certain alien physicians have been known to move 
from one hospital to another with little regard to whether 
there had been an obvious or implied commitment to 
stay for a full year. Thus it is conceivable that a small 
amount of duplication entered into the earlier studies in 
instances where such a physician left one hospital after 
that hospital had completed an annual questionnaire and 
arrived at a second hospital in time to be included in its 
Kisting because the second hospital was somewhat late 


in completing the same questionnaire. The present 
study, which was conducted by the Institute of Interna- 
tional Education with the cooperation of the American 
Medical Association, was designed to eliminate any 
duplication and to omit foreign-born interns and resi- 
dents who are in this country as immigrants. The in- 
structions accompanying the inquiry requested that there 
be included only interns and residents who have both 
foreign citizenship and permanent residence in a foreign 
country. All others, such as displaced persons who might 
be in hospital positions, are omitted. To be more spe- 
cific, hospitals were instructed to omit: (1) persons from 
Alaska, the Hawaiian Islands, Puerto Rico, the Virgin 
Islands, Guam, or other United States territories; (2) 
displaced persons resettled permanently in the United 
States; and (3) foreign citizens who have immigrated to 
the United States for permanent residence. 

It is entirely possible that some of the aliens in this 
study may eventually acquire immigrant status; however, 
so far as we are able to tell, only persons who are by 
definition true aliens are included. If this report were 
in any way intended to evaluate medical education one 
would prefer not to include Canadians, since Canadian 
medical education is in all instances similar to Ameri- 
can. Furthermore, like other Americans, we find it diffi- 
cult to think of our Canadian colleagues as in any sense 


Associate Dean, Graduate Studies, Columbia University College of 
Physicians and Surgeons (Dr. McCormack) and Head of the Central Index 
and Census Division, Institute of International Education (Mr. Feraru). 

1. Diehl, H. S.; Crosby, E. L., and Kaetzel, P. K.: Alien Physicians 
Training in Hospitals in the United States, J. A. M. A. 156: 1 (Sept. 4) 
1954. 


2. McCormack, J. E.: The Problem of the Foreign Physician, J. A. 
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alien; however, we do not know the medical schools at- 
tended by the individuals included in the study, and it 
is possible that some of the house officers listed as citi- 
zens of Canada had previously lived and studied in other 
countries abroad. In September, 1954, an inquiry was 
sent to all the hospitals approved by the American Medi- 
cal Association for intern or resident training. A fol- 
low-up communication was sent in November. Replies 
were received from 90% of the hospitals to which the 
communication had been sent. 

In order to estimate the completeness of the returns, 
the names of the physicians brought to this country in 
1954-1955 by the Ventnor Foundation were checked 
against our returns. Of 63 persons on the foundation 
list who were in this country at the time of our survey, 
57 were identified in our data. This is one indication of 


TABLE 1.—Alien Physicians Training in Approved Hospitals in 
the United States, 1954-1955, by States and Territories 


Total Total 
Location of No. of Location of No. of 
Hospital Doctors Hospital Doctors 
42 
160 North Carolina........ 1 
51 North Dakota......... 3 
Connecticut...........% 109 424 
District of Columbia.. 124 6 
eee 31 Rhode Island.......... 23 
South Carolina........ 5 
305 South Dakota......... 10 
Maryland....... oreee 172 West Virginia.......... 44 
Massachusetts......... 405 58 
184 
110 
q CODA! 5 
ae 


the degree to which our data are complete. The Ventnor 
Foundation sponsors one of the most carefully super- 
vised programs that has come to our attention. Initiated 
by Dr. and Mrs. Hilton S. Read of Atlantic City, N. J., 
this effort brings to this country for a period of hospital 
training young German medical graduates who are care- 
fully screened, have high scholastic records, and are 
proficient in English. Obviously our returns are not 
complete, but they are reported for what they may be 
worth and for evaluation in relation to other studies so 
that eventually all concerned may have a clearer picture 
of the status and the trends in the training of foreign- 
born physicians who may come to this country. 
Numbers.—The questionnaire was sent to the 1,315 
hospitals listed by the Council on Medical Education and 
Hospitals as approved for internship or residencies or 
both. Replies were received from 1,177 (89.5% ), of 
which 743 were positive and 434 negative. Thus, at 
least 56.5% of the approved hospitals are known to have 
aliens on the house staff, and 33% report no aliens. 
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Of the group of hospitals reporting, 63% have alien in- 
terns or residents. Some of those reporting no aliens 
may have immigrants on the house staff, but this report 
is not concerned with immigrants. Incidentally, it was 
reported at the Congress on Medical Education and 
Licensure in Chicago in February, 1955, that a small but 
definite proportion of alien physicians are in hospitals 
not included in the approved list of the American Medi- 
cal Association employed in the present study. 

The data indicate that for the current year 1954-1955, 
there are at least 5,036 alien physicians in training in ap- 
proved hospitals (4,416 males and 620 females). There 
are 1,761 interns, of whom 1,528 are male and 233 fe- 
male; there are 3,275 residents, of whom 2,888 are male 
and 387 female. Females constitute 12.3% of the group 
(13.2% of interns and 11.8% of residents), whereas 
females constituted from 5.2 to 5.7% of the graduates of 
American medical schools during the three years 1952 
through 1954. The percentage of females was signifi- 
cantly higher among the house officers who had come 
from the following countries: China 21%, India 17%, 
Greece 18%, Korea 25%, Philippines 25%, United 
Kingdom 28%. Of all the females, both interns and 
residents, 57% came from the Near, Far, and Middle 
East, the Philippines contributing the greatest number. 

Fields of Study—Among residents there were re- 
ported no less than 33 different titles of specialties or 
fields of study. The 10 most frequent were, in order: 
general surgery, general medicine, obstetrics and gyn- 
ecology, pediatrics, pathology, psychiatry, anesthesiol- 
ogy, internal medicine, radiology, and otolaryngology. 
Comparison with the relative number of approved resi- 
dencies in the various specialties in this country indi- 
cates no particular pattern of interest; however, the 
number of aliens training in the following specialties is 
relatively high in relation to the number of approved 
residencies in these specialties: thoracic surgery, tuber- 
culosis and pulmonary disease, plastic surgery, neuro- 
surgery, otolaryngology, and anesthesiology. It would be 
unwarranted to draw many conclusions from this last 
observation, since the relationship is drawn with the 
number of approved residencies rather than with the 
number of such residencies occupied. 

Distribution.—A small number of these physicians 
(28) are in seven hospitals outside the continental United 
States (five in Hawaii and one each in Puerto Rico and 
the Canal Zone). Hospitals in these areas are included 
in the American Medical Association list. The numbers 
involved are so small as not to affect the results, but they 
are included for completeress and for valid comparison 
with future studies that may be based on the listing of 
hospitals approved for the training of interns and resi- 
dents published annually in THE JOURNAL. 

Table 1 indicates that 42 states and the District of 
Columbia reported the presence of alien house officers 
and only 6 states did not report any: Idaho, Montana, 
Nevada, New Hampshire, New Mexico, and Wyoming; 
of these, Idaho, Nevada, and Wyoming have no ap- 
proved internships or residencies, and the others have 
only a few approved residencies. The 10 states having 
the largest numbers were New York 1,186, Ohio 424, 
Massachusetts 40S, Illinois 396, New Jersey 348, Penn- 
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sylvania 262, Missouri 216, Michigan 184, Maryland 
172, and California 160. This is in accord with the pat- 
tern in previous studies. 


Origin and Sponsorship.—These visitors came from 
83 different countries as indicated in table 2. There are 
included 1,983 from 22 countries in the Far, Near, and 
Middle East; 1,229 from 28 European countries; 297 
from 4 Caribbean countries; 909 from the Latin Ameri- 
can mainland, including Mexico, 7 Central American 
countries, and 11 South American countries; 520 from 
Canada; and 54 from 8 African countries. The 12 
countries having the largest representation are: Philip- 
pines 776, Canada 520, Mexico 425, Germany 323, 
Turkey 253, Italy 242, Cuba 184, China 170, India 165, 
Korea 151, Greece 144, and Japan 139. 

An effort was made to determine under what sponsor- 
ship these individuals had come to this country. There 
were at least 67 different sponsoring agencies (excluding 
hospitals), but the replies indicated that the great ma- 
jority of persons were here on their own resources. Of 
the 5,036 physicians in the study, 1,932 did not give any 
answer. Of the remaining 3,104 persons, 2,606 indi- 
cated that they were here on their own resources. One 
hundred indicated that they came under the sponsorship 
of one or another of 10 different agencies of the United 
States government. Thirty-one came under the sponsor- 
ship of 18 foreign governments (the government of the 
doctor’s home country). One came under United Na- 
tions sponsorship. Ninety-eight came under sponsorship 
of 38 different groups and organizations—religious, edu- 
cational, or philanthropic—either American or foreign. 
Some 268 indicated that their sponsor was the hospital 
in which they were receiving training. 

Actually, of the 4,538 who either gave no answer or 
indicated that they had come on their own initiative, it 
is reasonable to guess that most of them have sponsor- 
ship of the hospital in which they are serving, or perhaps, 
in the case of university-affiliated hospitals, sponsorship 
of a university. The reason for this assumption is that, 
in order to obtain an exchange-visitor visa, the individual 
must have sponsorship of some institution. Since the 
exchange-visitor regulations were promulgated in 1949, 
some 1,850 privately sponsored exchange-visitor pro- 
grams have been designated, of which over 1,000 are 
sponsored by American hospitals and allied institutions 
obviously for the purpose of enabling the institutions to 
provide training for foreign nationals. 


OTHER PROFESSIONAL VISITORS 

In addition to the large number of physicians who 
come to America from abroad for hospital internship- 
residency training, there are many physicians who come 
to this country on nonimmigrant status for varying pe- 
riods of time as observers, visiting professors, guest 
participants in research, or in other capacities. The an- 
nual survey of foreign professors, instructors, and lec- 
turers in the United States conducted by the Institute of 
International Education for 1954-1955 indicates that at 
least 137 of these visiting educators are listed under 
“medicine.” This is the largest separate group and 
represents 21.5% of 635 visitors reported. Like the 
alien house officers, these people come from all parts of 
the world, are widely distributed in this country, and 
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have sponsorship from diverse sources. Even this does 
not afford a complete picture of the degree to which this 
country has become a medical magnet. Many of the 
major teaching centers, especially in the large metropoli- 
tan areas, could very quickly assemble in the course of 
a year a list of 100 or more alien physicians who have 
visited for brief periods, either on the occasion of at- 
tendance at some international medical meeting in this 
country or Canada or as part of a tour arranged by the 
World Health Organization, or the Foreign Operations 


TABLE 2.—Alien Physicians Training in Approved Hospitals in 
the United States, 1954-1955, by Place of Origin 


Total Total 

No. of No. of 

Place Doctors Place Doctors 
Anglo-Egyptian Sudan 2 139 
British Guiana......... 2 Luxembourg .......... 3 
British Honduras..... 1 oo 125 
British West Indies.... 23 a 4 
oo 1 New Zealand .......... 7 
3 Netherlands ........... 61 
Canada .. 520 30 
ee 170 Pakistan .............. 9 
is4 Paraguay ............. 7 
Czechoslovakia ....... 3 Philippines ............ 776 
10 10 
Dominican Republic... 61 25 
34 Rumania .............. 1 
re 29 Ryukyu Islands........ 1 
ree 2 Saudi Arabia.......... 1 
Federation of Malaya 4 South America......... 2 

24 Southern Rhodesia.... 1 
323 77 
Guatemala ............ 12 Switzerland ........... 2 
7 Togoland ............. 1 
Union of South Afriea 13 
Indonesia ............. . United Kingdom....... 101 
43 Yugoslavia ............ 


Administration, or various religious and philanthropic 
groups. To complete this picture, the Institute of Inter- 
national Education conducted a survey of United States 
professors, instructors, and lecturers abroad during the 
academic year 1954-1955. This study reveals 1,047 
American scholars visiting all parts of the world, of 
whom 38 (only 3.6% ) are listed under “medicine.” 


SUMMARY 


The number of nonimmigrant foreign physicians who 
are in this country for hospital internship-residency 
training during the year 1954-1955 exceeds 5,000; about 
one-third are interns and two-thirds residents. They 
came from 83 different countries in all parts of the world. 
The percentage of females, particularly from certain Eu- 
ropean and oriental countries, is significantly higher, 


than the proportion of females among American medical 
graduates. These visitors are located in all except six 
states. If Canadian doctors were omitted from this sur- 
vey, the total reported would be reduced to 4,516, but 
the distribution would not be appreciably altered, since 
Canadians are found in 30 states, the District ot Colum- 
bia, and the Territory of Hawaii. A relatively high 
percentage of these visitors from Canada, however, are 
in residencies (443 or 85% ) and only a limited number 
in internships. 
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CLINICAL NOTES 


POLYCYTHEMIA ASSOCIATED WITH 
UTERINE MYOMAS 


Alec Horwitz, M.D. 
and 


William P. McKelway, M.D., Washington, D. C. 


Thomson and Marson ' recently reported an unusual 
case of serious polycythemia associated with a large 
myoma in a 48-year-old woman. The blood picture re- 
turned to normal after abdominal hysterectomy. A re- 
view of the literature failed to reveal a similar case. This 
prompts us to report a similar experience, in which the 
removal of a large myoma caused the disappearance of a 
severe secondary polycythemia, and also a case of poly- 
cythemia vera, in which hysterectomy with the removal 
of several myomas failed to affect the blood picture. 


REPORT OF CASES 


Case 1.—A 47-year-old white widow was first seen because 
of gradual enlargement of the abdomen, over a period of three 
years. Her last menstrual period was at the age of 45, with 
normal menopause Occurring at that time. There were no asso- 
ciated symptoms except for fulness and burning following meals. 
Her history revealed an appendectomy at the age of 43. There 
was no other operation or serious illness. 


Physical examination revealed a short, stocky, plethoric white 
female, height, 4 ft. 10 in. (147.3 cm.), weight, 135 Ib. (61.2 
kg.). Her temperature was 98.6 F, pulse 110 per minute, respira- 
tions 20 per minute, and blood pressure 150/90 mm. Hg. There 
was marked rubor of the skin and mucous membranes. The heart 
and lungs were clear. A huge tumor filled the abdomen from 
symphysis to xiphoid. Pelvic examination revealed the tumor to 
be directly connected to the uterus and cervix, filling the pelvis. 
An electrocardiogram revealed myocardial strain with sinus 
tachycardia. Fluoroscopy showed the heart to be enlarged slightly 
to the left, with elevation of both leaves of the diaphragm. Circu- 
lation times were normal. Blood studies were reported as shown 
in the following tabulation. The hematocrit, taken July 13, 1952, 
was 44%. 

At operation, April 13, 1944, an intraligamentous, 18 Ib. 
(8,164.7 gm.) myoma arising from the right cornu of the uterus 
was removed. The tumor was very vascular, with several large 
veins measuring up to 1 in. in diameter coursing over its 
surface. There was minimal blood loss associated with the pro- 
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broids, Lancet 2: 759-760 (Oct. 10) 1953. 


1360 POLYCYTHEMIA—HORWITZ AND McKELWAY 


J.A.M.A., Aug. 13, 1955 


cedure. An interesting feature of the tumor was that it showed 
fibrillary twitching for 19 hours after its removal. Pathological 
examination confirmed the diagnosis of a highly vascular myoma. 

The patient’s postoperative course was uncomplicated except 
for an episode of thrombophlebitis with a febrile course of two 
weeks’ duration. On July 9, 1952, the patient was admitted to 
the hospital for varicose vein ligation and stripping. This ad- 
mission was uneventful, and, as shown in the following tabula- 
tion, the blood picture had remained normal at this time, eight 
years after the initial operation. 


Red Blood Hemo- White 
Cells, globin, Blood 
Date Millions Cells 
5.7 105 12,000 
* First 4 determinations made by Dare’s method (116% — 18.6 gm. per 
100 e¢.); last 2 determinations by Sahli's method (90% = 14 gm. per 
100 ee.). 


Case 2.—A 32-year-old white female was first admitted to 
the hospital in June, 1950, because of subacromial bursitis. At 
the time of her admission it was discovered that her red blood 
cell count was exceptionally high, with a hematocrit of 57%. 
Physical examination revealed hepatosplenomegaly. One year 
later, it was noted that the patient had small uterine myomas 
that were asymptomatic. After this, the patient developed 
gradually increasing menorrhagia and a relative anemia. She 
was admitted to the George Washington University Hospital 
May 3, 1953. The admission physical examination was essen- 
tially normal except for moderate anemia, hepatosplenomegaly, 
and a multinodular uterus, which measured approximately 10 
by 12 cm. in diameter. 

Total abdominal hysterectomy was performed on the second 
hospital day. The patient had a greatly enlarged spleen that 
extended down to the level of the umbilicus and an enlarged 
liver. The uterus had several jrregular myomas, which were both 
subserous and intramural. Pathological examination confirmed 
the diagnosis of uterine myomas. The patient’s postoperative 
course was uncomplicated, and she was discharged on the seventh 
postoperative day. The blood cell counts failed to return to 
normal levels after correction of the relative secondary anemia 
and tended to assume limits consistent with polycythemia, the 
operative procedure apparently having had no effect on the 
previous blood picture. Blood studies gave the following results: 


Red Blood Hemo- White 

Cells, globin, Blood 

Date Millions % * Cells 


* Alkaline-heme-photoelectriec method (120% = 18 gm. per 100 ce.). 


Bone marrow studies preceding and following the operative 
procedure showed erythroblastic hyperplasia, consistent with 
polycythemia vera. 

COMMENT 

Since 1948, nine female patients have been admitted 
to the George Washington University Hospital with the 
primary or secondary diagnosis of polycythemia. In no 
instance, other than the two cases recorded here, was 
there evidence of other uterine pathology or gynecologic 
disease. In an attempt to further correlate the presence 
of uterine myomas with polycythemia, records were re- 
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viewed of 200 patients admitted during the past five years 
for hysterectomy because of myomas. There was no evi- 
dence of polycythemia in any of these nor was there any 
apparent connection between blood cell count and size 
of myoma. The first case reported is a secondary poly- 
cythemia that was cured by the removal of a large myoma. 
The reason for this result is obscure. The tumor was 
highly vascular, both grossly and microscopically, and 
the possibility of arteriovenous shunt within the tumor 
exists. The second case is one of polycythemia vera. The 
patient’s menorrhagia represented an effective though 
uncomfortable method of control of elevated blood cell 
count. The hysterectomy has caused no change in the 
polycythemia vera. 
SUMMARY 

This is the second recorded case of secondary polycy- 
themia cured by the removal of a large uterine myoma. 
A case of polycythemia vera, which was not cured by 
hysterectomy for myomas, is also reported. The possi- 
bility of arteriovenous shunt within the tumor is postu- 
lated as a cause for secondary polycythemia. 


23rd Street at Washington Circle (7) (Dr. Horwitz). 


A NEW TECHNIQUE COMBINING 
SUCTION AND FEEDING FOR 
USE IN GASTRIC SURGERY 


I. Ridgeway Trimble, M.D. 
and 


John Nouri, M.D., Baltimore 


Some safe and simple combined method of drainage 
and feeding after gastric operations has long been 
needed. First of all, the method should be comfortable 
and not irritating to the patient. Next, the method should 
drain any excess of retained secretions within the stump 
of the stomach in order to prevent vomiting, avoid gas- 
tric dilatation, and avoid excessive pressure on the line 
of anastomosis. The method should also drain any ex- 
cessive secretions from both the afferent and the efferent 
jejunal limbs in order to prevent undue pressure on the 
closed duodenal stump and in order to be in a position 
to release pressure in the distal jejunal limb by suction 
if some paralytic ileus should develop. At the same time 
the method should permit all fluids and feedings to be 
given through the alimentary tract from the moment that 
the operation has been completed. 

A review of appliances heretofore used or described 
shows that no one of them fulfills each of the desired re- 
quirements. Several types of double lumen tubes have 
been devised. These can drain the stomach and can 
enter into only one limb of the jejunum for purposes of 
feeding or suction. A Y tube leading from the stomach 
into each jejunal limb is suitable for suction but ob- 
viously could not be used for feeding. One double lumen 
catheter had a tiny plastic tube that could be used for 


The polyvinyl tubes used in this study were specially constructed by 
the American Cystoscope Makers, Inc., New York 59. 
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feeding but had a lumen so small that fluid could be 
injected into it only through a needle, and it was so light 
that a metal bulb had to be placed on its jejunal tip in 
order that the small feeding tube was not regurgitated 
back into the stomach. No appliance heretofore de- 
scribed permits the removal of the suction mechanism 
before the feeding mechanism. 


dir 


Fig. 1.—A, feeding tube painted blue on both ends with perforations 
near tip only. Suction tube painted red on both ends with perforations 
near tip and also at 20 cm. from tip to drain gastric stump as well as 
proximal jejunal loop. B, two no. 12 polyvinyl tubes tied together with 
three silk sutures; easily passed down through one nostril into the stomach. 


The method of suction and feeding described here 
consists of two polyvinyl tubes of small caliber (12 
F.) tied together and inserted before operation through 
one nostril down into the stomach (fig. 1). When an 
end-to-side anastomosis is being made between the 
stomach and the jejunum, the tubes are drawn down 
through the open gastric stump after the two posterior 
rows of sutures have been completed. The three silk 
ties are then cut, thereby separating the catheters (fig. 
2). The catheter dyed red at both ends and stamped 
with the word “suction” is led down about 20 to 25 cm. 


(btve) 


Fig. 2.—A, tubes are drawn down through gastric stump and the silk 
sutures divided; suction tube is passed down into proximal loop and feed- 
ing tube into distal loop. B, patient after operation, with tubes ready 
for use. 


into the proximal limb in order to drain the duodenal, 
pancreatic, and biliary secretions and take pressure off 
the closed duodenal stump. This catheter has additional 
holes in it to drain the gastric stump. The catheter dyed 
blue at both ends and stamped with the word “feeding” 
is led into the distal limb of the jejunum for 20 to 25 cm. 
and is used for giving water, saline solution, glucose solu- 
tion, and a liquid diet. It can also be used for suction 
of the distal limb of the jejunum, should this prove de- 
sirable. 
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If the operation unites the stomach end-to-end with 
the duodenum, the so-called Billroth 1 operation, this 
combination of suction and feeding is equally applicable. 
The suction tube is then left in the stomach and the 
feeding tube advanced into the duodenum. 

The two small tubes tied together are just as easily 
inserted into the nostril as the single large tube now 
universally employed. For the patient’s comfort, we 
usually spray the nostril with a mild local anesthetic be- 
fore insertion. In all our cases we have used the no. 12 
tube for feeding. In some we have used the next larger 
size, no. 14, for suction, but no. 12 has not become 
plugged when used for suction or feeding. 

Among the advantages of this particular apparatus 
are: (1) drainage of the stomach; (2) drainage of the 
proximal loop of the jejunum; (3) drainage of the distal 
loop of the jejunum; (4) feeding of the patient through 
the jejunum; (5) refeeding where thought desirable of 
contents of gastric suction down feeding tube; (6) sta- 
bilization of all three limbs of gastrojejunostomy, reduc- 
ing possibility of postoperative stomal obstruction; (7) 
aiding of early intestinal peristalsis; (8) nonirritating 
quality, small size, and light weight of tube; (9) avoid- 
ance of intravenous therapy; and (10) simplicity of 
apparatus, 

All the above advantages seem rather obvious. The 
avoidance of intravenous therapy has several good fea- 
tures that are worthwhile pointing out. These are de- 
rived from being able to give water, electrolytes, and 
food directly into the gastrointestinal tract rather than 
into the veins, thereby restoring the patient’s metabolism 
most effectively, relieving the patient of the discomfort of 
long continuous hours of intravenous feeding, permitting 
earlier and more frequent ambulation, diminishing strain 
on the heart, diminishing the instance of phlebitis and 
other reactions incident to intravenous therapy, and con- 
serving the time of the residents and nursing staff. 


FEEDING AND SUCTION 


Immediately after operation the blue tube marked 
“feeding” is connected to a slow drip of saline solution 
before the patient leaves the operating room. On the day 
of operation and on the day after operation the entire 
fluid, glucose, and electrolytic requirements are given 
through this jejunal tube. For the average adult pa- 
tient, the feeding drip is started at 60 drops (4 cc.) a 
minute. This rate gives 240 cc. per hour and 2,880 ce. 
per 24 hours. Forty-eight hours after operation a high- 
protein, high-carbohydrate liquid diet is given throuzh 
the feeding tube. Each 1,000 cc. of this diet contains 
1,000 calories of food value. Each 24 hours we give a 
mixture of 1,500 cc. of this diet diluted in 1,500 cc. of 
water, a total of 3,000 cc. of liquid containing 1,500 
calories. The feeding tube is usually kept down four to 
six days, at which time oral feedings are given. Feedings 


may be given through the tube in larger quantities, such__ 


as 120 cc. every half hour or 240 cc. every hour, rather 
than by the drip method, if this seems desirable in the 
individual patient. 

Immediately after operation, the red tube marked 
“suction” is connected to gentle bedside suction. In the 
next 24 to 48 hours this tube can be clamped off pe- 
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riodically to see if it is still needed. When it is no longer 
needed, it can be withdrawn without having to remove 
the feeding tube. Suction can also be applied to the 
feeding tube that lies in the jejunum, if this is ever neces- 
sary, as in paralytic ileus. 

This combination of feeding and suction has been 
used in a relatively small number of cases of gastric re- 
section to date. In every case it has proved most helpful. 
In no case, even one of radical resection of the head of 
the pancreas, has any postoperative intravenous therapy 
with fluids been necessary. Daily studies of serum pro- 
tein, chloride, sodium, and potassium have shown 
prompt return to normal levels in the immediate post- 
operative period. The patients have all tolerated the 
small plastic tubes very well, apparently with less dis- 
comfort than the single larger rubber tube. 


SUMMARY 
A simple method for use in gastric surgery that per- 
mits a combination of suction to the stomach and affer- 
ent jejunal limb and feeding through the distal jejunal 
limb has proved highly successful in all patients on whom 
this technique has been used. 


8 W. Madison St. (1) (Dr. Trimble). 


DIAGNOSTIC PROBLEMS 


PRESENTATION OF CASE 
John D. Thorpe, M.D., St. Louis 


A 34-year-old housewife entered Barnes Hospital for 
the first time on June 25, 1954. About one year prior to 
admission she had noted a lump in the region of the right 
lobe of her thyroid. This was about 0.5 in. (1.27 cm.) in 
diameter and nontender. There had been no alteration 
in its size. After a death in the family in March, 1954, 
she became increasingly nervous, anorexic, and lost 17 
lb. (7.7 kg.) in weight. She consulted her family physi- 
cian and was hospitalized for diagnostic studies. The only 
significant findings were a slightly enlarged thyroid with 
a palpable nodule in the right lobe near the isthmus. The 
basal metabolic rate was within normal limits on three 
occasions. After her discharge she regained her normal 
weight, but her nervousness continued, and, on June 4, 
she was referred to a surgeon for removal of the thyroid 
nodule. This was done as a local excision. The surgical 
specimen measured 2 cm. in diameter and microscopi- 
cally revealed a papillary adenocarcinoma. The patient 
was then referred to Barnes Hospital for further treat- 
ment. 


Physical Examination.—The patient had a recent heal- 
ing surgical incision across the lower anterior portion of 
her neck. The left lobe of the thyroid was slightly en- 
larged. No significant lymphadenopathy was present in 
the neck. There were no clinical signs of hyperthyroidism. 
Laboratory examinations were within normal limits. 


From the Department of Surgical Pathology, Barnes Hospital. 
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Course.—On the following day, total thyroidectomy 
was performed, with an excision in continuity with the 
scar of the previous surgical incision. The sternohyoid 
and sternothyroid muscles were divided at their points of 
origin on the sternum and a block dissection of the thy- 
roid gland and adjacent soft tissues was performed. Para- 
thyroid tissue was identified bilaterally and preserved. No 
lymph nodes suspected of harboring metastatic lesions 
could be palpated in either deep cervical chain. Micro- 
scopic examination of the surgical specimen disclosed a 
persistence of the papillary adenocarcinoma confined to 
the isthmus and a foreign body reaction to the suture 
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Persistent cancer in the isthmus of the thyroid. Note proximity of the 
carcinoma to suture fragments. 


fragments present after the first surgical excision (see 
figure). Postoperatively, the patient developed mild 
symptoms of parathyroid insufficiency, which responded 
to calcium lactate therapy. She was discharged improved 
seven days after the operation. Calcium lactate by mouth 
and a low phosphorus diet were prescribed. There were 
no residual hypoparathyroid symptoms at the time of 
discharge. 


COMMENT 
Charles Eckert, M.D., St. Louis 


It is generally agreed that the incidence of malignancy 
in nontoxic nodular thyroids is significantly greater than 
in other clinically evident thyroid diseases. This figure 
reaches prominence when a solitary thyroid nodule is con- 
sidered. Reliable statistics ' indicate that in surgically 
excised single nodules an average of 20% prove to be 


From the Department of Surgery, Barnes Hospital. 
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malignant. A rapidly enlarging nodule or one that is 
firmer in consistency than the surrounding thyroid tissue 
should not be disregarded; delay may only serve to pre- 
vent cure. Despite accurate physical examination and 
laboratory studies, a satisfactory diagnosis frequently 
necessitates surgical exploration. Good operative judg- 
ment in the planning of the technique to follow can pre- 
vent future difficulties. Excision of the nodule with a 
generous margin of normal thyroid tissue if the nodule is 
small, or by lobectomy if it is large, should be performed. 
Frozen section at this time can be advantageous. 

Although the prolonged clinical evolution that charac- 
terizes certain malignant thyroid tumors has been used as 
an argument to justify a conservative surgical approach in 
their management, many patients with these tumors ul- 
timately succumb to their disease, either by local invasion 
of adjacent vital structures or by distant metastasis. The 
failures of too limited a surgical procedure are, unfortu- 
nately, often discovered too late to offer the patient more 
than temporary palliation. Adequate surgical removal is 
the treatment of choice. External roentgenotherapy has 
not given satisfactory results as a primary treatment, nor 
has it proved to be of value when used postoperatively to 
supplement an adequate surgical procedure. 

The clinical finding of a solitary nodule in the thyroid is 
an indication for further study to define the exact nature 
of the pathological process. This can only be accom- 
plished by operative exposure and the removal of tissue 
for pathological examination. The surgeon must examine 
the entire thyroid gland, as well as palpate the deep cervi- 
cal lymph nodes. It is therefore necessary to expose the 
area through an adequate transverse incision placed in a 
convenient skin crease in the lower part of the neck. Un- 
der no circumstance should small incisions be used for 
direct exposure of the nodule alone, limiting the examina- 
tion of the entire gland. When a solitary nodule is found 
in the isthmus, as in the case here described, the entire 
isthmus should be removed. If a lateral lobe is involved, 
a lobectomy should usually be performed. In doing this 
the recurrent laryngeal nerve should be identified and 
preserved. Incisional biopsy is to be avoided in order to 
minimize the possibility of the implantation of tumor cells 
within the operative field. Immediate frozen section by a 
competent surgical pathoiogist will be of great assistance 
to the surgeon in deciding the necessity for further meas- 
ures when the pathologist is able to make a definite diag- 
nosis of cancer. This can frequently be accomplished in 
the papillary tumors and in undifferentiated carcinomas. 
In the case of the well-differentiated follicular tumors, 
great difficulty in diagnosis by frozen section may be en- 
countered, as indeed great difficulty may be found in mak- 
ing this diagnosis with permanent sections. 


When a diagnosis of papillary carcinoma of the thyroid 
has been established, total thyroidectomy is indicated be- 
cause of the finding of multiple foci of origin in one or 
both lobes.’ These foci may be exceedingly small; there- 
fore, palpation of the exposed thyroid cannot be de- 
pended on for their discovery. Neck dissection in treat- 
ing a papillary carcinoma is indicated when lymph nodes 
clinically suggestive of harboring metastases are palpable. 
Follicular tumors metastasize to regional lymph nodes 
less frequently than do the papillary tumors, but, if lymph 
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nodes clinically suspected of harboring metastases are 
palpable in the lateral portion of the neck, a dissection of 
this region is indicated.’ The undifferentiated carcinomas 
have an exceedingly poor prognosis, but, in the rare case 
in which vital structures have not been invaded or distant 
metastasis has not occurred, adequate surgical removal 
can control the tumor. With a carefully planned and skil- 
fully executed surgical procedure, operative and post- 
operative complications can be minimized and the patient 
will be given the maximum chance of being cured. 


1. Cole, W. H.; Majarakis, J. D., and Slaughter, D. P.: Incidence of 
Carcinoma of the Thyroid in Nodular Goiter, J. Clin. Endocrinol. 9: 
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The following articles are the most recent additions to the 
series of reports on pesticides of immediate medical interest. 
The Committee wishes to acknowledge the assistance of Drs. 
Wayland J. Hayes Jr. and Francis F. Heyroth in reviewing the 
manuscript and the contributions of records of poisoning by 
Drs. Ted Clemens Jr., Amos Graves, George Miners, and David 
A. Todd and Mr. Allen B. Lemmon. 

BERNARD E. CONLEy, Secretary, 
Committee on Pesticides. 


THE PRESENT STATUS OF CHLORDANE 

Chlordane is a chlorinated hydrocarbon insecticide that has 
been subject to much legal and scientific controversy. It has 
been a variable product available as an impure mixture by 
either of the two available methods of manufacture. One of 
these methods, now abandoned because of patent conflicts, is 
said to have been a less efficient procedure and left more im- 
purities in the commercial product. 

The insecticidal properties of chlordane were independently 
discovered almost simultaneously in the United States and in 
Germany. The American product was developed and tested 
during World War II, and commercial production began shortly 
after hostilities ceased. A German freparation designated as 
M-410, with a formula similar to chlordane, was developed in 
1945. It was synthesized and tested as an insecticide because of 
structural similarities to cantharidin, a vesicant principle in 
Cantharis vesicatoria, the blistering beetle, which in dried form 
has been used as an irritant drug and contact insecticide. Be- 
cause of chemical shortages and patent restrictions, the German 
product has not been prepared in commercial quantities. 


PROPERTIES 


Chlordane is the common name generally accepted for the 
chemical compound 1, 2, 4, 5, 6, 7, 8, 8-octachloro-4, 7-methane- 
3a, 4, 7, 7a-tetrahydroindane. It is a heavy, dark brown, oily 
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liquid that is insoluble in water but soluble in the common 
organic solvents. In common with other chlorinated hydro- 
carbons, it is unstable in the presence of weak alkalis, and de- 
hydrohalogenation occurs with a consequent loss of insecticidal 
activity. The structural formula may be represented as follows: 


H H 
cl | 
1 
Wet 


Technical chlordane, the commercially manufactured product, 
contains 60 to 75% chlordane and 25 to 40% related com- 
pounds. There are at least eight theoretically possible stereo- 
isomers of chlordane of which the alpha and beta isomers have 
been separated by chromatography. A so-called gamma isomer 
has been reported but was later found to be identical with the 
alpha isomer. It is about 70% as active as the technical mixture. 

A variety of other constituents have been identified in the 
mixture normally resulting from the manufacturing process. 
These compounds include chlordene, the mono and trichloro 
derivatives of this chlordane precursor, and reaction intermedi- 
ates such as hexachlorocyclopentadiene. Full information on 
the biological properties of these compounds is not available, 
but enough is known to indicate that many contribute to the 
insecticidal activity and in certain instances to the harmful 
properties of the finished product. The newer insect toxicant, 
heptachlor, was originally isolated from this uncharacterized 
fraction of the commercial mixture. 

The technical product is a viscous, pungent, amber-colored 
liquid that is available in two grades, agricultural and refined. 
The agricultural mixture is a thick, syrupy liquid that is used 
whenever the staining of treated surfaces is not a problem. The 
clarified grade is less viscid and of a lighter color and is gen- 
erally used for the control of household insects. Lethal action 
on susceptible organisms results from contact, ingestion, or 
exposure to chlordane vapors. The volatile properties and resi- 
dual characteristics of chlordane are intermediate between those 
of chlorophenothane (DDT |dichlorodiphenyltrichl thane]) 
and gamma benzene hexachloride. 


USES 

Chlordane is effective in the control of certain agricultural 
and household pests and for the abatement of various arthropods 
of public health importance. It is available in the form of oil 
solutions, emulsion concentrates, wettable powders, and in in- 
secticidal dusts, paints, and waxes. 

Agricultural uses of chlordane include the control of grass- 
hoppers, cotton insects, and certain pests affecting livestock and 
soil. It is not accepted for use on food crops during periods of 
growth when edible parts are present or on forage, hay, or 
silage crops intended as feed for dairy animals, poultry, and 
meat animals being readied for slaughter. Recommendations 
against such uses are predicated on dangers associated with the 
ingestion of small deposits of the substance in food crops or 
their retention in milk, eggs, or body tissue of slaughtered 
animals. A tolerance of 0.3 ppm has been established under 
the federal Food, Drug and Cosmetic Act as the limit on the 
amount of chlordane that may appear on or in specified fruits 
and vegetables. 

Chlordane has not been accepted as a space spray against 
flying insects. It is registered for use as a residual application 
against ants, flies, mosquitoes, roaches, and certain other house- 
hold insects in 3% concentrations (emulsions and solutions) and 
6% dusts. Because of its fumigant properties and chronic tox- 
icity, recommendations for residual use in homes are limited to 
spot treatment of selected indoor surfaces such as around base- 
boards, doors, and windows in the kitchen. It is not approved 
for over-all treatment of interior surfaces because slow liberation 
of fumes, especially in closed heated rooms, constitutes a danger 
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to persons regularly exposed. Special care should also be taken 
to avoid deposits on areas frequently contacted by children. 
Newly treated lawns may constitute a special problem in this 
respect unless the chemical has been thoroughly washed into 
the soil after treatment. 

No medicinal use for chlordane in the pure form or technical 
mixtures has been found acceptable to date. It has been pro- 
posed for use in the treatment of pediculosis capitis and scabies, 
but the high dermal toxicity of the compound after repeated 
use has discouraged serious consideration for these purposes. 


PHARMACOLOGY 

A complete pharmacological evaluation of technical chlor- 
dane is difficult because it is not a definite chemical entity. The 
commercial products have been variable mixtures of several 
chlorinated hydrocarbons, some of which have not been identi- 
fied and are not always present in the same proportions. The 
indefinite composition of even current productions of the tech- 
nical preparation increases the difficulties of assessing chlor- 
dane’s intrinsic metabolic nature and precludes all but the 
broadest generalities concerning its action and fate in the animal 

ody. 

In general, chlordane acts substantially like other chlorinated 
hydrocarbon insecticides whose sites of action are on the higher 
motor cortex and the cerebellum. It does not affect vital centers 
in the medulla. In contrast to chlorophenothane and its deriva- 
tives, there appears to be little correlation between the chlorine 
content of the mixture and its biological activity. No pronounced 
antagonism or synergism is observed when it is combined with 
other chlorinated hydrocarbon insecticides. 

Chlordane is absorbed into the body from the gastrointestinal 
tract, respiratory tract, and skin. Information is lacking on the 
comparative absorptive rates between chlordane and the other 
chlorinated hydrocarbon insecticides by these various routes of 
entrance. It would seem, however, that the volatile and liquid 
nature of the chemical would lend itself to a more rapid and 
greater penetrability of the body barriers than many other 
synthetic insecticides belonging to the chlorinated class. Chlor- 
dane may be absorbed by the body from any type of formula- 
tion, although the physiochemical characteristics of the solvents 
and diluents present may influence the rate at which this occurs. 

Little is known about the distribution of chlordane in tissues, 
its rate of disappearance, or the susceptibility to chlordane of 
various animal species. There are indications that chlordane or 
a chlordane-like compound is stored in some form, especially 
in fat. It seems to disappear fairly rapidly when administration 
of the insecticide is discontinued. Acidic chlorine-containing 
degradation products, which are water-soluble at pH 8.6 or 
higher, have been isolated from rabbit urine, suggesting that this 
may be the mechanism for detoxification of chlordane in the 
animal body. It has also been observed that a substance, which 
is toxic to the suckling young of the species, is secreted in the 
milk of lactating rats fed a diet containing 150 ppm of chlor- 
dane. Young animals have been found to be more susceptible 
to chlordane than adults, and it is slightly more toxic for female 
rats than for males. Individual susceptibility to the compound 
varies greatly. Other comparisons within and among animal 
species have not been reported. 


TOXICITY 


Chlordane is one of the more hazardous of the chlorinated 
hydrocarbon insecticides. It is a lipophilic liquid that is readily 
absorbed by the skin, alone, as well as in the presence of solvents. 
It has a low but appreciable vapor pressure and definite residual 
properties. Lastly, and perhaps of greatest significance, is the 
fact that the technical preparation is still an uncharacterized 
mixture of chlorinated hydrocarbons whose toxic properties and 
metabolic fates are poorly understood. Although recent evidence 
supports the contention that current production provides a more 
uniform mixture whose toxicity to experimental animals is less 
than that reported in earlier studies, no satisfactory analytical 
method exists for precise identification and estimation of the 
contents of the commercial mixture. 
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Oral Toxicity.—Until recently, the oral dose of chlordane that 
is fatal to humans was not known. A reported suicide, presented 
in the statement accompanying this review, indicates that about 
100 mg. per kilogram of body weight of the technical mixture 
has killed an adult. Other reports of fatal injury exist, but de- 
termination of the lethal influence of chlordane was complicated 
by the presence of other pharmacologically active agents. 

The chronic oral toxic dose of chlordane for humans is not 
known. In long-term feeding tests, chlordane was found to be 
significantly more toxic to rats than chlorophenothane, although 
on an acute basis it has been found to vary from approximately 
one-half to twice the toxicity of chlorophenothane. The esti- 
mated chronic oral toxicity of chlordane ranges from two to 
four times that of chlorophenothane. Unfortunately, these esti- 
mates have even less than their usual meaning in terms of 
amounts that may be harmful to humans because of the un- 
certain composition of the technical mixture used in the various 
studies on which these estimates were based. 

Skin Toxicity.—After dermal application chlordane is more 
toxic than chlorophenothane because it is readily absorbed 
through the unbroken skin. Since it is an oily liquid by nature, 
even dry formulations do not prevent cutaneous absorption. 
Particularly significant is the relatively high toxicity of prepara- 
tions of chlordane in the form of wettable powders. This type 
of formulation is usually assumed to be less readily absorbed 
than solutions containing solvents. The hazards from repeated 
skin exposure to chlordane are sufficiently great to warrant 
cautions against its use in insecticidal waxes, polishes, and 
similar preparations that might contact the skin frequently. Its 
rapid absorption through the skin and greater toxicity after 
repeated application justify these limitations in use. 

The skin irritating properties of technical chlordane mixture 
are said to have been decreased with the reduction in the 
amount of unreacted chemical intermediates in the mixture. 
Irritation of skin and mucous membranes continues to be re- 
ported, however, as evidenced by the case reports. If petroleum 
distillate solvents are present, they may contribute to the ir- 
ritating properties but not necessarily to the sensitizing properties 
of the technical product. 


Although superior to chlorophenothane in action, chlordane 
was found to be too toxic for formulation into louse powders 
to be used in the armed forces. For the same reason it is the 
least acceptable of the several insecticides used as dips for farm 
animals. At ordinary concentrations and frequencies of appli- 
cation, chlordane does not produce signs of acute poisoning: 
however, experience has shown that it has a narrow margin of 
safety in livestock pest control. Increased uniformity in pro- 
duction of the technical mixture is expected to improve the 
safety factor. 


Inhalation Toxicity. —Little is known about the inhalation 
toxicity of chlordane. On a comparative basis the possibilities 
for poisoning by this avenue of entrance into the body are 
believed to be greater with technical chlordane than with chloro- 
phenothane formulations because of the physicochemical charac- 
teristics of the former substance. Certain suggestive findings 
derived from the use of chlordane and closely related chemicals 
seem to support this contention. The technical mixture is a 
slightly volatile liquid with significant residual characteristics. 
Fumes are given off over an extended period of time and unless 
readily dissipated offer a distinct danger to persons who are 
exposed. Available reports of human injury by chlordane vapors 
or fumes are controversial, although clinically verified cases of 
poisoning from combined skin and respiratory exposures to 
closely related chemicals that are also present in technical chlor- 
dane have been recorded. 


Adverse effects were reporied in laboratory animals and birds 
whose living quarters had been treated with chlordane formula- 
tions in spite of subsequent treatment with strong alkaline deier- 
gents and a thorough airing. Mice also were reported to have 
manifested a loss of activity and muscular coordination after 
breathing a low concentration of chlordane vapors for a few 
weeks. Weight gains and appetite were normal during this 
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period, but liver damage became evident after six weeks of 
exposure. One-half the mice died in periods varying up to the 
15th week, and all were dead in 16 weeks. Mice that breathed 
air saturated with chlordane lost all coordination and became 
blind in a few hours: All died in four days when exposed con- 
tinuously to the vapor. 

These injuries have been attributed to certain impurities pres- 
ent in earlier batches of the technical mixture. Current chlordane 
production is stated to have reduced at least one of these ele- 
ments, hexachlorocyclopentadiene, to a minimum as evidenced 
by subsequent animal experiments and by the experience of 
one man who voluntarily exposed himself to a chlordane fog 
for a short interval, biweekly, for three months. These reports 
should not be interpreted as indicating that the vapor hazard 
is no longer of any consequence. 
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functional impairment is a problem to which present scientific 
knowledge has no answer. 

Symptoms.—The symptoms of acute chlordane intoxication 
are similar to those observed in poisoning by chlorophenothane 
and other chlorinated hydrocarbon insecticides. Irritability, 
salivation, labored respiration, muscle tremors, convulsions, and 
death with or without an immediately preceding period of deep 
depression is the classical pattern of poisoning in experimental 
animals. These symptoms, which are referable to the central 
nervous system, have all been observed in humans. Nausea, 
vomiting, diarrhea, and abdominal pain have been reported to 
follow ingestion of toxic doses. Blurred vision, cough, ataxia, 
confusion, delirium, and mania are further symptoms noted after 
inhalation and skin absorption of poisonous amounts of chlor- 
dane. 


Reported Cases of Systemic Chlordane Poisoning 


Case Exposure Formulation Dose Result Reference 
Agriculture 

and skin 

and skin 

and skin 


and skin 


Industry 
chlordane 
solution 
Home 


and skin 


> 100 ce. 


Died 


Mild poison- 
ing 


Derbes, V. J., 
J.A.M. A., this issue, 


>. 1367 


Ward, J.C.: 


and others: 


Personal 


commnunieation 


Ingestion 5% powder 104 mg./kg. Suicide Derbes, V.J., and others: 
J. A.M. A., this issue, 
p. 1367 
Ingestion Oil solution 60 ce Moderate Kansas State Board of 
poisoning Pharmacy 
communication 
Student (aged 18)................ceceeee Ingestion 40% oil solution 32 mg./kg. Severe Dadey, J. L., and Kammer, 
poisoning A.G. A.M. A. 
723 (Oct. 24) 1953 
poisoning | Micks, D. W.: Texas J. Med, 
50: 148 (March) 1954 
Infant (aged 10 mo.)................... Skin 2% spray “Small Mild poison- 
amount” ing 
15 MO.). Ingestion 50% wettable 10 mg./kg. Severe Lensky, P., and Evans, H. 
powder poisoning L.: J. A. M. A. (49: 1394 
(Aug. 9) 1952 
Adult Ingestion 2% oil solution 2-4 gm. Died Hayes, W.J.Jr.: Personal 
communication 
Skin 2% oil solution 500 ee. Died 


Landé, kK. E., and Boone, 
G.: J. A. M. A. 153: 179 


(Sept. 19) 1953 


Pathology.—The pathological findings in the two fatalities 
attributed to chlordane described in the accompanying report 
of the Committee are generally similar to those observed in 
experimental animals and livestock who received acute lethal 
doses of the chemical. Pulmonary edema and gastrointestinal 
irritation dominate the pathological picture of acute poisoning 
in experimental animals, whereas generalized congestion, edema, 
and hemorrhage into various organs were reported in human 
cases. Irritation and chemical burns of the alimentary tract 
were also noted in the person who ingested a fatal dose of 
chlordane. 

Postmortem findings in chronic chlordane poisoning are 
equally nonspecific. In addition to signs of severe vascular in- 
jury, parenchymatous degenerative changes in the liver and kid- 
ney have been observed. These are characteristics of long-term 
toxic exposure to chlorinated hydrocarbon compounds. The 
liver is the most sensitive organ and reveals the greatest degree 
of cell alteration. At low levels of exposure to chlordane, changes 
in liver cells cannot be correlated with changes in physiology. 
The question of whether these anatomic modifications represent 


The accentuation or predominance of any particular symp- 
tom or group of symptoms depends primarily on the severity 
of the poisoning and to a lesser extent on the type of exposure. 
The onset of symptoms and the course of poisoning are influ- 
enced both by the mode of entrance into the animal body and 
by the solvent vehicle or other additives present in the formula- 
tion. Generally speaking, acute signs of poisoning usually appear 
within 45 minutes after ingestion. Death may occur within 24 
hours; it is frequent between the 48th and 96th hours, but it 
may be delayed many days following a single oral toxic dose. 

Chronic chlordane poisoning may be manifested by disturb- 
ances of the central nervous system; it particularly affects the 
optic nerve. Moderate skin irritation, liver damage, and inanition 
also have been observed in experimental animals. Albuminuria 
develops shortly before death and in some instances has been 
the only objective evidence of cumulative toxicity. Unfortu- 
nately, the late appearance of this symptom precludes its use 
as a diagnostic sign in the determination of incipient poison- 
ing resulting from prolonged exposure to chlordane. 

Treatment.—The management of chlordane poisoning, like 
that for intoxication from other of the chlorinated hydrocar- 
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bon insecticides, depends on the use of symptomatic measures; 
that is, the removal of the poison from the skin or stomach 
followed by a saline purge and sedative therapy. In case of 
accidental skin contact, the contaminated areas should be im- 
mediately washed with soap and water to prevent or reduce 
absorption. Dermatological therapy should be instituted for 
control of inflammatory or other irritant skin conditions. If 
chlordane is ingested, gastric lavage followed by the adminis- 
tration of epsom salts or other saline cathartics is recommended. 
Since milk, oil purgatives, and other fatty or oily demulcents 
and evacuants facilitate absorption of the toxicant, they should 
be avoided. Intravenous administration of secobarbital sodium, 
thiopental sodium, or other short-acting barbiturates is sug- 
gested for the rapid treatment of the extremes of central nervous 
system stimulation in acute poisoning. Phenobarbital sodium is 
advised for more prolonged sedation and for treatment of the 
more moderate symptoms of overstimulation. When renal or 
hepatic damage is suspected, appropriate treatment should be 
instituted, 
CLINICAL EXPERIENCE 

Several deaths have occurred after exposure to heavy con- 
centrations of chlordane. The fatalities reported to the Com- 
mittee are listed in the accompanying table. Too often, how- 
ever, published reports of poisoning are merely representative 
of many injuries that, for a variety of reasons, are unrecorded. 
It would therefore be misleading to make comparisons or other- 
wise generalize on the safety of chlordane when full facts on 
its toxic character and actual safety record are poorly under- 
stood. 

With the exception of the suicide that is described in detail 
in the accompanying report, the several tabulated deaths 
attributed to chlordane have all been complicated by the pres- 
ence of other agents with pharmacological activity. In the 
industrial accident, the diagnosis of the cause of death was com- 
plicated by the presence of a related compound, chioropheno- 
thane, and emulsifying agents that facilitated absorption of both 
chlordane and chlorophenothane. While it cannot be stated un- 
equivocally that chlorophenothane was without influence, chlor- 
dane is believed to be the responsible agent because of its greater 
skin toxicity after single exposures. In another recorded fatality, 
chronic alcoholism made the diagnosis difficult. Although the in- 
gestion of chlordane solution was believed to be the precipitat- 
ing and influencing factor in death, the presence of severe liver 
damage sufficiently incapacitated the victim so that normally 
sublethal doses of chlordane were fatal. Liver damage may also 
have been a contributing factor in the undiagnosed death of a 
patient with a history of gross skin exposure to a chlordane 
spray. 

A 57-year-old vagrant, a known chronic alcoholic, was treated for lice 
prior to transfer to another jail. The disinfestation consisted of spraying 
the prisoner with nearly a pint of a fly spray containing 2% chlordane 
in a petroleum distillate base. The incident occurred in the summer and 
presumably the man wore little clothing. He suffered from a chronic, 
weeping, and generalized eczema. Shortly after the spraying he collapsed. 
After 45 minutes marked by muscle twitching and convulsive movements, 
the prisoner died, Severe liver degeneration compatible with chronic 
alcoholism was found on autopsy. No chlordane was discovered in 
tissues, and no cause of death was assigned at autopsy. 


The recorded nonfatal systemic poisonings attributed to 
chlordane were largely the result of carelessness in the handling 
and storage of the commercial mixture. Improper storage in a 
medicine cabinet and in a drinking glass and the spraying of an 
infant by her 3-year-old brother accounted for three misadven- 
tures with the product. A lack of informative labeling on locally 
distributed preparations enhanced the seriousness of poisoning 
in another case of accidental ingestion. Excessive inhalation and 
skin contact of chlordane during application by a week-end 
gardener, park employee, pest contro! operator, and three agri- 
cultural workers accounted for symptoms of poisoning in six 
additional cases of nonfatal injury. Local and systemic sensi- 
tivity reactions have also been attributed to chlordane. 

A number of cases of contact dermatitis have been reported 
among exterminators and employees of pest control firms with 
little or no previous history of allergy or skin trouble. In several 
instances patch tests confirmed the relationship, and in all in- 
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stances removal from exposure to chlordane improved the skin 
condition. Examination of workers in two industrial plants 
manufacturing chlordane, however, did not reveal any evidence 
of injury. Systemic reactions with a possible allergic basis asso- 
ciated with chlordane exposure have been infrequently reported. 


A fatal case of aplastic anemia in a patient with a history of exposure 
to chlordane and toxaphene has been reported to the Committee. The 
patient, a woman aged 40, with no history of allergy, had a primary 
refractory anemia of undiagnosed etiology. Her history was essentially 
negative except for occasional exposure to chlordane, toxaphene, and 
headache pills (aspirin and a proprietary mixture containing aspirin, 
acetophenetidin, and caffeine). Exposure to chlordane and toxaphene 
resulted from the picking and handling of cotton balls from a field 
previously treated with these insecticides, After her illness began, addi- 
tional drugs were taken including penicillin, unspecified sulfonamides, 
“appetite reducers,” and estrogens. After a protracted illness of two 
and one-half years, the patient died of aplastic anemia with marked 
hemorrhage as the terminal event. 

A second fatality involving hypoplastic anemia in a previously healthy 
college student after use of a water-based chlordane spray is more sug- 
gestive. The patient had repeatedly sprayed for ants around the base- 
board of his study and bathroom. On these occasions, he is reported to 
have remained in the unventilated room to study. After an illness of 13 
months, the patient died from extensive internal hemorrhages. In both 
cases, there was a history of exposure to common drugs such as aspirin 
and sulfonamide, 


FATAL CHLORDANE POISONING 


Vincent J. Derbes, M.D. 

J. H. Dent, M.D. 

W. W. Forrest, M.D. 

and 

M. F. Johnson, M.D., New Orleans 


This report describes two human fatalities from chlordane 
poisoning. One of these was caused by absorption of acciden- 
tally spilled chlordane; in the second case the patient swallowed 
chlordane deliberately, with suicidal intent. These are the first 


Fig. 1.—Electrocardiograms in case 2. The depressed S-T segments and 
T waves changes of Nov. 27, 1953, are in accord with the postmortem 
findings of myocarditis. They also suggest or are compatible with electro- 
lyte disturbances, 


examples of fatal chlordane poisoning in human beings that 
have been reported in detail. Since chlordane is used so widely 
as a domestic and agricultural insecticide, it seems desirable to 
report the findings in these cases as a general warning. 


From the Department of Medicine (Drs. Derbes and Johnson) and the 
Department of Pathology (Drs. Dent and Forrest), Tulane University 
School of Medicine, and from the Charity Hospital of Louisiana. 

Dr. Wayland J. Hayes Jr. and Mr. Bernard E. Conley gave criticisms 
and suggestions during the preparation of this report. 
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REPORT OF CASES 

Case 1.—A 23-year-old woman, who had worked with in- 
secticides for perhaps two years and whose hands had been in 
contact with this material, on Oct. 21, 1949, spilled an unknown 
amount of a suspension consisting of 25 Ib. of chlordane, 26 Ib. 
of chlorophenothane (DDT), 39 Ib. of velsicol AR 50, and 10 Ib. 
of triton X-100 on the front of her clothing. About 40 minutes 
later she became confused and rather suddenly began having 
generalized convulsions. Attendants attempted to wash the ma- 
terial off her abdomen and thighs, but the contaminated cloth- 
ing was not removed, She was promptly sent to a doctor's office 


TABLE 1.—Autopsy Findings in Case 2 Performed 
Twenty-Four Hours After Post Mortem 


External Examination 


.. Slightly irregular in shape 

minute hemorrhagie area laterally 

with a black erus 

Lips | 

surgical ulcers 

Hard palate 

shallow decubitus ulcer, 4 em. 
Neck Organs 

Ulceration on epithelium 


fluid resembling aspirated stom- 
uch contents 


Thoracie Cavity 


weight, 1,350 gm.: pleura of both 
lower lobes coated with thin fi- 
brinous exudate: extensive con- 
fluent bronchopneumonia in both 
lower lobes and left upper lobe; 
cut surface friable, with a dirty 
brown fluid exudate 


Pericardial Cavity 
weight, 300 gm.: right ventricle 
0.3 em. thick, left ventricle 1.2 
em. thiek: both dilated: myo- 
eardium flabby: coronary 
urteries patent 


Cranial Cavity 
weight, 1,170 gm.: no significant 
gross abnormalities 


Peritoneal Cavity 


weight, 1,450 gm.: no gross ab- 
normalities except for scattered 
ureus of congestion 
malpighian corpuscles indistinet 
weight, 300 gm.: pale tan, flabby: 
capsules stripped revealed smooth 
surfaces: cut section of cortex, 
pale and swollen; pyramids con- 
vested and red 


Kidneys (fig. 3B)... 


Urinary bladder.............. ....edemat seattered areas of hemor- 
rhage in jmucosa 
Endometrium .. .. hemorrhagie in areas 


muecopurulent exudate in external os 
Pancreas 

Adrenals | 

Stomach 

Intestines not remarkable 


Fallopian Tubes 
Ovaries | 
Myometrium 


by ambulance, but on arrival she was dead. There was no 
evidence that she had shown previous symptoms of drug intoxi- 
cation, even though she had handled many of the chlorinated 
hydrocarbons during the two years. 

At autopsy it was found that the lungs and kidneys were 
congested and hemorrhagic; the stomach mucosae showed con- 
gestion. When the gross specimens were reviewed, no character- 
istic chemical odor was noted. The kidneys and lungs were 
congested: the liver was pale, but no lesions were noted in the 
heart, spleen, or stomach. The brain showed congestion, scat- 
tered petechiae, and edema; there was flattening of the gyri and 
numerous petechiae were scattered throughout. When the micro- 
scopic sections were reviewed, no pathognomonic lesions were 
found. Edema of the lungs, generalized congestion, and cloudy 
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swelling were observed as in experimental animals poisoned by 
the chlorinated hydrocarbons. The patient's symptoms and the 
autopsy lesions were similar to those in animals poisoned by 
chlorinated insecticides. 


EW,(W.F) S2years 
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50 | 
Fig. 2.—Summary of clinical course in case 2. 


ACTH 


Fig. 3.—A, myocardium of patient in case 2 in which congestion and 
petechiae may be seen. B, kidneys of patient in case 2 showing heme 
casts in the distal collecting tubules. C, brain of patient in case 2 showing 
focal area of gliosis within the basal ganglions. The neuronal changes 
are post mortem, 


Cast 2.—A 32-year-old, chronically depressed white widow 
had attempted suicide twice in 1944, first using roach poison 
and then a barbiturate. On Nov. 19, 1953, about 8 p. m., she 
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half filled an 8 oz. glass with toxichlor dust, which contains 
5% chlordane and related chemicals and 95% talc. She added 
water and swallowed the mixture. 

About 10:30 p. m. she began to vomit and continued to vomit 
throughout the night. After about three hours the vomitus be- 
came blood streaked. Several hours later she became hoarse 
and a dry cough developed. On the afternoon of Nov. 20 she 


TABLE 2.—Hematological Findings in Case 2 


11/20/53 11/24/53 11/28 53 
Red blood cells, millions............ 4.83 
33 31 
Sedimentation rate, corrected...... 17 se 
White blood 18,000 15,40 T7800 
Segmented neutrophils.............. 95 9? 8S 
Bund 5 3 1 


was admitted to a hospital. She was haggard, with a wild, wide- 
eyed look, and was agitated and res.less. Apprehension was 
notable. The voice was hoarse and nasal. She moved her mouth 
little or none when speaking because of buccal pain. Tempera- 
ture was 99.8 F (rectal); pulse rate 88 beats per minute; respira- 
tion rate 20 per minute; blood pressure 140/92 mm. Hg. There 
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ness. On Nov. 24 speech was incoherent and irrational. On 
Nov. 26 she vomited a dark oiiy liquid, and diarrhea occurred. 
A roentgenogram showed a diffuse bronchopneumonia. She be- 
came increasingly agitated. Only partial sedation was obtained 
after administration of 30 cc. of paraldehyde on Nov. 27. On 
Nov. 28 she confilnually moaned, cried, and shouted. In spite 
of continuous administration of oxygen, cyanosis was present. 
The breath had a peculiar, unpleasant odor. The white blood 
cell count was 78,000 per cubic millimeter. Blood pressure fell 
to 50/0 mm. Hg at 10 a. m., and levarterenol was added 
to a 500 cc. transfusion, causing a temporary improvement. 
About midnight muscle twitching was noted. At 2:15 a. m. on 
Nov. 29 generalized tonic and clonic convulsions lasted 10 
minutes. Convulsions of shorter duration continued until death 
at 8:30 a. m., approximately 228 hours (nine and one-half days) 
after ingestion of the chlordane. Laboratory data and autopsy 
findings are given in tables 1, 2, and 3; a summary of the clinical 
course is given in figure 2. 


SUMMARY 


Two fatalities presumably caused by chlordane are reported. 
The first patient became confused, started having convulsions, 
and died within a few minutes after an accident in which a 
suspension of chlordane was spilled on her dress. Nonspecific 
pathological changes were found in the brain, lungs, and kid- 
neys. The second patient died nine and one-half days after 
swallowing 6 gm. of chlordane (104 mg. per kilogram of body 


TaPLeE 3.—Blood Chemistry in Case 2 


Carbon dioxide, vol. %...... 
slood urea nitrogen, mg....... 


Chloride, 


Prothrombin time, see...... 
Bilirubin, 


20/538 11/21/53 11/23/53 11/24/53 11/25/53 11/27/53 11 28 53 
154 
1) 38 ) 
2. .6 63 63 
11.6 22.4 23.8 
530 §22 510 516 450 
18 
0.59 


was lateral nystagmus; diopter cupping of the optic disks was 
present. Old caked blood was seen on the teeth and about the 
lips; gingivitis was intense, a gray exudate covered the gums, 
buccal mucosa, uvula, tonsillar pillars, and pharynx; the tongue 
was quite red. Breathing was noisy; medium and coarse moist 
rales Were heard threughout both lungs, but there was no dull- 
ness or altered breath sounds. The heart and abdomen were 
normal. Except for the afore-mentioned findings the neurologi- 
cal examination was normal. The electrocardiogram revealed 
arate of 118 beats per minute; the P-R interval was 0.11 seconds, 
the QRS time was 0.08 second; T waves were diphasic (fig. 1). 

She had been completely anuric since admission to the hos- 
pital. An infusion of 750 cc. of glucose-saline was given. 
Approximately 20 cc. of urine was collected from the indwell- 
ing catheter. She was given nasal oxygen, penicillin (3 million 
units daily), and streptomycin (2 gm. daily). Cough and expec- 
toration occurred and cyanosis appeared. 

On Nov. 21 increasingly severe pain in the mouth, throat, 
and epigastrium required meperidine hydrochloride for relief. 
The breath was foul. Sputum became so tenacious that suction 
was required. The blood pressure fell to 86/48 mm. Hg, but 
pressure rose to 100/60 mm. Hg after administration of levarte- 
reno! bitartrate. On Nov. 22 corticotropin therapy was begun 
in a dosage of 100 units daily, given intramuscularly. Pain in 
the abdomen and throat continued and apprehension was in- 
tense. A small, dark brown, liquid stool containing occult blood 
was passed. On Nov. 23 palmar erythema, which had been 
equivocally present the day before, became obvious. Amobarbi- 
tal sodium, 0.25 gm., was given intramuscularly for resiless- 


weight). Clinical features included chemical burns of the mouth, 
a severe hemorrhagic gastritis, shock, anuria, convulsions, and 
death. The pathological features were cerebral congestion and 
edema, lower nephron nephrosis, confluent bronchopneumonia, 
chemical burns of the mouth, and uremia. 


CHEMICAL LABORATORY 


DECAFFEINATED COFFEE 

The article entitled “Xanthines, Tannins, and Sodium in 
Coffee, Tea, and Cocoa,” which appeared in THE JouRNAL, July 
23, 1955, page 1030, reported results for caffeine content of 
beverages based on a gravimetric procedure. This report stated, 
among other things, “Advertising that makes claims implying 
almost total removal of caffeine in decaffeinated coffees must 
be viewed with skepticism.” Further review indicates that the 
analytical procedure used can lead to inaccurate results in the 
case of decaffeinated coffees, therefore, the conclusions of 
the July 23 report of the Chemical Laboratory may have been 
premature. The Chemical Laboratory is, however, undertaking 
a further investigation of decaffeinated coffees utilizing a dif- 
ferent method of analysis. Until completion of this investigation, 
any conclusions based on the laboratory's earlier findings relat- 
ing to decaffeinated coffees should be held in abeyance. 
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PREVENTING ACCIDENTAL POISONING 
GUEST EDITORIAL 


Irvin Kerlan, M.D. 


In 1951 accidental poisoning by solid and liquid sub- 
stances caused 1,497 deaths, of which 411 were in chil- 
dren under 5 years of age. These statistics do not reveal 
the full picture. They do not point out the staggering 
number of nonfatal poisonings, which is estimated to be 
100 to 150 times the number of fatalities. The public 
must be awakened to the hazards of misuse of drugs and 
other household chemicals in a continuing effort to pre- 
vent accidents in the home. Poisonings by common 
household items such as bleaches; cleaning fluid; furni- 
ture polish; lye; kerosene; rat and insect poisons; weed 
killers; medicines including aspirin, methyl salicylate, and 
boric acid; and cosmetics and toilet goods are particu- 
larly tragic since they are preventable. Too often parents 
have permitted accidental poisoning of their children 
through carelessness or lack of information. With 
thought, instruction, and effort they can reduce poison- 
ing risks. 

Wider community participation in accident prevention 
programs can be readily achieved. There is a broad range 
of possibilities for telling the child-safety story. Espe- 
cially responsive to furthering the poisoning prevention 
activities would be youth groups, parent-teacher organ- 
izations, women’s clubs, and home economists. Among 
the young people’s groups should be mentioned the Boy 
Scouts, Girl Scouts, Campfire Girls, 4-H Club, and 
church groups. National health groups are already ac- 
tively concerned with reducing the accidental poisoning 
hazards; they include the Red Cross, National Safety 
Council, medical societies, health departments, and large 
insurance companies. The Food and Drug Administra- 
tion through its responsibilities under the Federal Food, 
Drug, and Cosmetic Act and the Caustic Poisons Law 
has been close to the problem and has participated in its 
correction through legal and educational means. 


1. Pharmacologic and Toxicologic Aspects of DDT (Chlorophenothane 
U. S. P.), report of Council on Pharmacy and Chemistry, J. A. M. A. 
145: 728-732 (March 10) 1951. 

2. Biskind, M. S.: Public Health Aspects of the New Insecticides, Am. 
J. Digest. Dis. 20: 331-341 (Nov.) 1953. 
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The number of interested groups can be extended to 
provide protection through community participation in 
continued accident prevention programs. Local and na- 
tional public educational mediums such as newspapers, 
radio, television, films, public speeches, displays, posters, 
and readily available information in pamphlets, book- 
lets, and leaflets should be employed recurrently to tell 
this safety story. Each community should develop its 
own program, depending on local resources. 

The number of potentially toxic substances in the 
home that may be accidentally swallowed is huge and is 
increasing daily. Recent advances in the production of 
new chemicals and their ready availability in the home 
through advanced manufacturing processes, advertising, 
and marketing increase the need to keep abreast of these 
new developments, their potentiality for poisoning, and 
adequate treatment in case of misuse or accidental in- 
gestion. The physician needs much background to be 
kept informed of the toxic chemicals contained in all of 
the chemical agents found around the home and the 
most effective treatment when a mishap may result in 
poisoning. These needs have led to formation of a Com- 
mittee on Toxicology by the American Medical Associa- 
tion and development of poisoning control centers. 

The American Medical Association through its re- 
cently formed Committee on Toxicology is devoting spe- 
cial attention to correcting the accidental misuse of 
chemical products found in and around the home. The 
Committee has advanced a five point program to (1) 
encourage informative labeling and safe packaging, (2) 
stimulate laboratory and clinical research for antidotes, 
(3) standardize technical nomenclature, (4) develop 
criteria for evaluating hazardous substances, and (5) 
sponsor a sustained educational program. The results of 
these studies are periodically reported to the profession 
in THE JOURNAL and other publications that are con- 
cerned with health matters. Poisoning control centers 
have been formed under the sponsorship of local health 
departments and pediatric societies. Through these cen- 
ters much already has been learned about the types of 
substances that are accidentally ingested. Moreover, op- 
portunity has been provided through follow-up home 
visits to acquaint parents with home safety hints. 


CHLOROPHENOTHANE (DDT)—A BLESSING 
OR A MENACE? 


Chlorophenothane (DDT) is produced in greater ton- 
nage than any other insecticide. Although it is cumula- 
tive in human adipose tissue, it acts primarily on the 
central nervous system, producing hyperexcitation, 
generalized tremors, spastic or flaccid paralysis, and con- 
vulsions.' Like many other chemicals recently intro- 
duced on a large scale, it has been widely used with little 
regard for possible long-term effects on the human body 
or effect on beneficial forms of life, and for this reason 
some observers * have sounded a note of alarm. It may 
be absorbed through the intact skin, respiratory system, 
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or gastrointestinal tract. Absorption through the skin 
is negligible unless the skin is very oily or the insecticide 
is in an oily solution. In the latter case some of the re- 
sulting cutaneous irritation may be due to the solvent 
used. The chief hazard to the skin is in handling con- 
centrated solutions in the process of diluting them to 
the strength recommended for spraying. Hayes * states 
that no authenticated case of systemic poisoning follow- 
ing even heavy dermal or respiratory exposure has been 
reported. On the other hand, the inert diluents used in 
the wettable powder are respiratory irritants. It may be 
safely said, however, that from the standpoint of respira- 
tory exposure dusting and aerosol operations are not 
hazardous under ordinary conditions. ' 

For the average person then the greatest potential haz- 
ard would result from constant ingestion of small 
amounts of chlorophenothane that has been sprayed on 
the fruits and vegetables consumed or that has been de- 
posited in the adipose tissue of domestic animals used 
as meat. When chlorophenothane is ingested we must 
again consider the toxicity of the solvent and the fact 
that a digestible solvent increases the rate of absorption 
of the insecticide. Although it cannot be denied that the 
average meal consumed in this country contains about 
0.31 ppm of chlorophenothane (dry weight) a person 
rarely ingests more than 0.0026 mg. per kilogram of 
body weight per day. Human volunteers have ingested 
as much as 0.5 mg. per kilogram of body weight per 
day for prolonged periods without injury,’ and the fatal 
oral dose for man is about 0.5 gm. per kilogram of body 
weight. Hsieh * reported the accidental introduction of 
50% wettable chlorophenothane powder into flour used 
to make dumplings, each of which contained about 286 
mg. of chlorophenothane. Eleven members of a family 
ate one or more dumplings, and three reported no symp- 
toms, while the rest complained of sweats, tremors, 
vomiting, headache, and/or convulsions. They were 
given saline enemas and magnesium sulfate by mouth, 
and all were well within two days. 

Chlorophenothane is detoxified in the liver and ex- 
creted slowly in the urine over a period of two weeks 
or more. Hayes * states that the degree of exposure 
can be measured quantitatively by determining the 
excretion of the acetic acid derivative of chloropheno- 
thane in the urine. The margin of safety is wide because 
when a large dose is ingested much of it is eliminated by 
vomiting, and of that which remains relatively little is 
absorbed. 

When a large dose of chlorophenothane is known to 
have been ingested, the patient should be treated with 
lavage followed by a saline purge, and fats should be 
avoided until the danger is over. Anyone whose occu- 
pation brings him into contact with powdered chloro- 
phenothane should wear a respirator, or, if he must 
handle chlorophenothane in an oily solution, he should 
wear impervious gloves and other protective clothing. 
About the house, chlorophenothane should never be 
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kept in the medicine chest, and, if the kitchen must be 
sprayed, all food, utensils, and table tops should be 
covered. Toys, cribs, nurseries, and sickrooms should 
not be sprayed. ' 

In the light of recent reports, Biskind’s * claim that 
the facts regarding chlorophenothane have been con- 
cealed, suppressed, denied, and distorted no longer holds 
true. Too many persons are willing or eager to attribute 
an increase in certain illnesses or an otherwise unex- 
plained death to an exposure to some new chemical haz- 
ard without matching the patient’s signs and symptoms 
with the known effects of poisonous doses of the chemi- 
cal or determining the degree of the patient’s exposure.° 
Under the current administrative setup, the Department 
of Agriculture discusses the hazards of handling all new 
insecticides with the Public Health Service and re- 
quests the Food and Drug Administration to evaluate 
the hazards resulting directly or indirectly from residues 
on foods.* In the case of chlorophenothane, it is safe 
under ordinary conditions of legitimate use and defi- 
nitely safer than such insecticides as arsenic, nicotine, 
and sodium fluoride. 


COBALT AND THYROID FUNCTION 


A communication describing the enlargement of the 
thyroid gland during the administration of a cobalt salt 
was recently published in THE JOURNAL.' In effect it 
suggested the need for caution if this cobalt is used, even 
though a number of tavorable reports on its use in 
anemia have appeared in the literature. Almost as soon 
as THE JOURNAL communication appeared questions 
were raised concerning its clinical significance. As a re- 
sult four papers were submitted for publication, and 
these appear elsewhere in this issue (see pages 1347- 
1357). They embrace work done on lower animals and 
observations on human beings. Normally experiments 
on lower animals are better suited to publication in a 
more specialized periodical, but in this instance the four 
articles complement each other in a way that encourages 
their publication as a group, and they are offered without 
comment to those readers who are interested in the use 
of cobalt. Undoubtedly, as often is the case in thera- 
peutics, a difference of opinion has arisen. More work 
may be in order, or sufficient data may be available 
now. THE JOURNAL is merely presenting recently ac- 
quired data, leaving to the reader the privilege of draw- 
ing his own conclusions. 


3. Hayes, W. J., Jr.: Present Status of Our Knowledge of DDT 
Intoxication, Am. J. Pub. Health 45: 478-485 (April) 1955. 

4. Hsieh, H. C.: D. D. T. Intoxication in a Family of Southern 
Taiwan, A. M. A. Arch. Indust. Hyg. 10: 344-346 (Oct.) 1954. 

5. Princi, F.: Hazards in the Use and Formulation of Insecticides, 
Wisconsin M, J, 53: 621-625 (Dec.) 1954. 

6. Ward, J. C.: Toxicity Criteria Used in Judging the Labeling of 
Pesticides, Am. J. Pub. Health 45: 723-727 (June) 1955. 

1. Kriss, J. P.; Carnes, W. H., and Gross, R. T.: Hypothyroidism and 
Thyroid Hyperplasia in Patients Treated with Cobalt, J. A. M. A. 157: 
117 (Jan. 8) 1955, 


58 


J.A.M.A., Aug. 13, 1955 


ORGANIZATION SECTION 


SOCIAL SECURITY 


In the July, 1955, issue of the World Medical Journal is a 
Statement on social security by Dr. Louis H. Bauer, secretary 
general of the World Medical Association. This subject is cur- 
rently of much interest to doctors in the United States, and 
Dr. Bauer's statement is reproduced for this reason.—Eb. 


In the field of social security the same struggle seems to go 
on and on. Governments and social security bodies are on one 
side and the medical profession on the other. 

There is, of course, no more popular issue for politicians than 
the subject of medical care. It has an emotional appeal that 
attracts votes. It is easy for politicians to promise the world 
surrounded by a fence of gold, particularly when they are 
promising the delivery of the services of another group. That 
they cannot deliver on their promises does not bother them at 
all. They can always (and usually do) blame the doctors for any 
shortcomings of their systems. If the politicians expand benefits 
and the costs go up, then the doctors are writing too many pre- 
scriptions or they are using too expensive drugs, or they are 
making too many visits. That the broadening of coverage and 
expansion of benefits cost money never seems to occur to the 
politicians or if it does they ignore it. It is much easier to blame 
the doctors and cut expenses through them. 

The result is that the directors of these systems strive con- 
stantly towards greater control over the medical profession, One 
only has to review the history of social security and government 
medicine to realize that the eventual aim of these people is to 
make the doctors full-time salaried servants of the state or the 
social security bodies. If they can accomplish this, then they 
can dictate to the medical profession on every phase of the 
practice of medicine. They can tell doctors where they must 
practice. They can tell them how they must practice, that is, 
how many visits they will make, how many people they will 
care for, how they will treat them, what they will be paid, etc. 

This is no wild prognostication on my part. Several indi- 
viduals, high in the social security hierarchy, have publicly 
expressed every one of these aims. 

Most of these people are unwilling to listen to suggestion. 
Everything must be done according to their own warped 
philosophy. 

Doctors wish their patients to have good medical care. They 
will deliver it if they are given the opportunity to do so. It 
seems to astound the social security “bosses” that the medical 
profession feels it is better qualified than any laymen to deter- 
mine the medical needs of their patients, and how and where 
they should be treated. 

Doctors feel that the patient has an inalienable right to choose 
his own doctor. Doctors know that the faith of the patient in 
his doctor is an important asset in treatment. Patients have little 
confidence in “assembly line” treatment or in a doctor who 
treats them merely as case numbers and has no time to listen 
to their stories. 

From time immemorial doctors have treated patients as in- 
dividuals and if they were unable to pay, they have treated them 
free. Mass treatment given according to hard and fast regulations 
has no place in the therapeutics of the conscientious doctor. 
No two cases of the same disease are necessarily treated alike. 
When laymen, however, exercise control they want everyone 
treated by a strict formula. They ignore the doctor-patient 
relationship, even scoff at it as mere sentimentality and of no 
importance. 

It is high time that certain social security planners woke up 
to the fact that members of the medical profession will refuse 


to become slaves to a system that is contrary to all their training, 
to the traditions of their profession, and to philosophy of a 
free state. 

If the social security hierarchy persists in its arbitrary, domi- 
neering attitude they will succeed in discouraging persons en- 
dowed with ambition and intelligence from entering the medical 
profession. There is little incentive for a man to enter a pro- 
fession if he is to receive no more recognition for doing good 
work than does his colleague for doing poor work; or if his 
income is to depend entirely upon length of service and political 
influence; or if he is to be hedged around with arbitrary and 
often senseless rules and regulations, the infraction of which 
will result in his being subject to disciplinary action by others 
than his peers. 

All this will result not only in an inferior type of individual 
entering medicine, but the public will receive an inferior grade 
of medical care. Research will disappear and progress in medical 
science will cease. 

Advice with reference to a system of medical care is rarely 
sought by governments and never by social security fanatics, 
from those best qualified to give it. They almost universally 
ignore the organized medical profession. 

The people want and should have the best medical care and 
the doctors want to give it to them. They have little chance of 
getting it, however, until governments and social security auto- 
crats come down out of their ivory towers and follow the precept 
so emphatically stated by the Right Honorable Sir Earle Page, 
Health Minister of Australia. He said, in substance, that it is 
impossible to make any system work which does not enlist the 
cooperation of those who have to carry it out. 

Social security has occupied a great part of the attention of 
delegates to every general assembly. The discussion has not been 
as profitable as it might, however, because everyone has en- 
deavored to cover the whole field. 

Hence, the Council jof the World Medical Association] has 
recommended that a different approach be adopted at the 9th 
General Assembly [of the World Medical Association; this will 
be held in September in Vienna]. There will be a general topic 
for discussion. This will be entitled, 

“A Realistic Approach to the Economic and Political Aspects 
of Social Security.” 

A paper on this subject will be presented by the chairman 
of the social security committee. Then the subject will be 
thrown open to discussion, which will be limited to the follow- 
ing aspects: 

1. Cost of Medical Service (Administrative Costs) 

2. Cost of Medicaments 

3. Cost of Hospitalization 

4. Social Security Cash Benefits 


The Council is of the opinion that by such an approach, a 
real contribution will result. There certainly should be sufficient 
facts brought out to demonstrate who or what is responsible 
for these costs constantly increasing. In my humble opinion it 
will not be the medical profession which is found guilty. 

It has been suggested to the social security planners many 
times before and by many people that housing, clothing, and 
nutrition have a great influence on the health of the people. 
Were the social welfare group to concentrate on these factors 
there would be far less need for medical care. So, too, environ- 
mental sanitation, protection of food, milk, and water sup- 
plies, eradication of disease bearing insects are public health 
factors that are properly the function of government. If govern- 
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ment would spend their time, money, and energy on some of 
these, they would be doing a great deal for the people, and again 
making the need for medical care less prevalent. 

Such a course, would not only redound to the benefit of the 
people, but in the long run would be economical. Furthermore, 
it would be sensible. So, it is too much to expect, particularly 
as it would have less “vote appeal.” 


EXCERPTS FROM MINUTES OF THE COUNCIL ON 
MEDICAL EDUCATION AND HOSPITALS, JUNE 3-6, 1955 


The Committee on Essentials of the Council has recom- 
mended that the section on “Aims and Objectives of a Training 
Program” in the “Essentials of an Approved Internship” and 
the “Essentials of Approved Residencies and Fellowships,” be 
revised to incorporate the following statement: 


“Throughout the internship (residency) program, time and 
thought should be devoted to the inculcation of the concept of 
medicine as an art and as a calling, the primary purpose of which 
is the care and treatment of the patient as an individual in addi- 
tion to the emphasis on scientific and objective studies of disease. 
In achieving this end, stress should be laid on understanding and 
evaluating the patient’s family relations, his economic and social 
status and his position in the community. It is only by grasping 
the importance of the patient as a composite entity that the 
physician can attain the fullest mastery of his profession. Those 
charged with the responsibility of training younger physicians 
must teach them by precept and example, the human as well as 
the scientific aspects of the lofty discipline of medicine.” 


The Essentials Committee also recommended that both of 
the publications indicated above include the following statement 
in an appropriate place: 

“To avoid ambiguity and lack of definiteness, it is recom- 
mended that the Standard Nomenclature of Diseases and Opera- 
tions be used by the medical staff to record the clinical diagnoses 
of patients.” 

During the academic year 1954-1955, the liaison survey visits 
with representation from the Association of American Medical 
Colleges as well as from the Council on Medical Education and 
Hospitals were made to the following medical schools in the 
United States and Canada: 

Indiana University 

University of Toronto 

George Washington University 
University of Louisville 

St. Louis University 

Emory University 

Duke University 

Western Reserve University 

University of Southern California 
University of Florida 

University of California at Los Angeles 
University of California at Berkeley and San Francisco 
Seton Hall University 

University of Montreal 

New York Medical College 

Albert Einstein College of Medicine 
University of Ottawa 

University of Virginia 


Howard University was also visited by representation of the 
Liaison Committee in cooperation with the Middle States 
Commission on Institutions of Higher Education. 

Provisional schedules have been worked out for the medical 
school survey visits during both 1955-1956 and 1956-1957, 
During 1955-1956 liaison survey visits will include State Univer- 
sity of New York Upstate Medical Center at Syracuse, Univer- 
sity of Miami, University of Maryland, Tulane University, 
Jefferson Medical College, University of Nebraska, Cornell 
University Medical College, Dartmouth Medical School, McGill 
University Faculty of Medicine, Queens University Faculty of 
Medicine, University of Vermont, and University of Alberta 
Medical Faculty. 

At the present time, there are 16 residency review committees 
in active operation. These committees consist of specialty board 
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representatives with Council representatives who evaluate and 
recommend regarding the residency training programs sub- 
mitted for their consideration. Residency review committees of 
this type have not yet been established with the specialty boards 
in obstetrics and gynecology, anesihesiology, pathology, or 
thoracic surgery. 

It was reported that the proposed program of the Cooperating 
Committee for the Evaluation of Graduates of Foreign Medical 
Schools had been studied by the Law Department of the Ameri- 
can Medical Association with the regard to the legality of 
various aspects of the program. The Law Department's brief 
indicated the necessity for the Committee to review and possibly 
modify certain aspects of the proposed program in terms of legal 
implications with the hope that the objectives of the program 
may be preserved. In line with this suggestion, a special meeting 
of the Cooperating Committee was called on June 17 for further 
study, It is apparent that the original program may need con- 
siderable modification and that the Cooperating Committee 
study should be further pursued toward a satisfactory solution. 

The Board of Trustees has approved the recommendation of 
the Council on Medical Education and Hospitals that a perma- 
nent position on the Council staff be created for a continuing 
study in the field of postgraduate medical education. It is hoped 
that this post may be filled in the course of the relatively near 
future, 


REPORT ON GUIDING PRINCIPLES FOR EVALUATING 
MANAGEMENT AND UNION HEALTH CENTERS 


The following footnote acknowledging the invaluable assist- 
ance of several physicians in the preparation of the “Guiding 
Principles for Evaluating Management and Union Health 
Centers” was not included in that portion of the “Abstract of 
Proceedings of the House of Delegates” appearing on pages 
835-838 of the July 9, 1955, issue of THE JoURNAL. The Council 
on Industrial Health and the Council on Medical Service wish 
to call this footnote to the attention of readers of THE JOURNAL 
to indicate that membership on the committee, together with the 
special consultants, represented a comprehensive cross section of 
opinion on the essentials for such guiding principles: 

“Members of the Committee on Medical Care for Industrial 
Workers: Drs. W. A. Sawyer, Chairman, Consultant, Inter- 
national Association of Machinists, Rochester, N. Y.; W. F. 
Draper, Executive Medical Officer, UMWA Welfare & Retire- 
ment Fund, Washington, D. C.; A. C. Scott Jr., Member, 
Council on Medical Service, Temple, Texas; Frank J. Holroyd, 
A. M. A. delegate, Princeton, W. Va.; M. N. Newquist, Medical 
Director, The Texas Company, New York, N. Y.; W. Clark 
Bailey, Vice-President, A. M. A. and Member, Committee on 
Legislation, A. M. A., Harlan, Ky.; Frederick M. Slobe, Chair- 
man, Committee on Industrial Health, Illinois State Medical 
Society, Chicago, Ill.; Edwin P. Jordan, Executive Director, 
American Association of Medical Clinics, Charlottesville, Va.; 
Consu!tants—Drs. John Hinman, Council on Medical Education 
and Hospitals, and Donald A. Dukelow, Bureau of Health 
Education, both from the A. M. A., Chicago. 


“The preparation of the original draft of these Guiding 
Principles and their further editorial development were carried 
out in mutual cooperation by Drs. Leo Price and William Hall 
Lewis Jr. of New York City. Dr. Price has had experience in 
this field as Medical Director of the Union Health Center, Inter- 
national Ladies Garment Workers Union; he is a former member 
of the Committee on Medical Care for Industrial Workers 
(1949-54); he is now a member of the Commission on Medical 
Care Plans. Dr. Lewis, an independent practicing physician, has 
been chairman of the Editorial Board of New York Medicine 
and a member of the Committee on Medical Economics of the 
Medical Society of the County of New York. The Committee is 
indebted to them in their capacity as special consultants. This 
report has been a cooperative undertaking through various con- 
ferences of many parties concerned in this development.” 
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FEDERAL MEDICAL LEGISLATION 
First Session, 84th Congress 


Salk Vaccine 

A series of bills on the subject of federal controls for supply- 
ing Salk vaccine for poliomyelitis have been introduced in 
Congress. In S. J. Res. 68 the Secretary of Health, Education, 
and Welfare would be responsible for “promulgation of manda- 
tory rules and regulations regulating the distribution and use 
of all Salk vaccine during the temporary national emergency” 
and reporting to Congress recommendations for further legis- 
iation, including price fixing. This measure was sponsored by 
Senators Ives (R., N. Y.), Beall (R., Md.), Bush (R., Conn.), 
Case (R., N. J.), Duff (R., Pa.), Flanders (R., Vt.), Humphrey 
(D., Minn.), Lehman (D., N. Y.), Murray (D., Mont.), Salton- 
stall (R., Mass.), Watkins (R., Utah), Payne (R., Maine), and 
Kuchel (R., Calif.) and referred to the Committee on Labor and 
Public Welfare. Identical measures were introduced in the 
House by Congressman Gamble (R., N. Y.), in H. J. Res. 299, 
and Congressman Radwan (R., N. Y.), in H. J. Res. 300, which 
measures were referred to the Committee on Banking and Cur- 
rency. 

Congressmen Fogarty (D., R. I.), Boland (D., Miss.), and 
Smith (R., Wis.), in H. J. Res. 297, 298, and 302, respectively, 
and Senator Kefauver, in H. J. Res. 70, have introduced identical 
measures, which would direct the Secretary of the Department 
of Health, Education, and Welfare to establish priorities in age 
groups to receive the vaccine and establish prices per unit of 
vaccine and an allocation of vaccine to the states. The House 
measures were referred to the Committee on Banking and Cur- 
rency and the Senate measure to Committee on Labor and Public 
Welfare. 

Congressman Davidson (D., N. Y.), in H. R. 5983, would, 
(1) give the President stand-by power to (a) establish priorities 
and contract manufacturers, (b) allocate supplies, (c) establish 
ceiling prices at manufacturer or distributor level with no control 
of the cost of administering the vaccine, and (d) require records 
to be kept on dates, price, and patients vaccinated; (2) make the 
present provisions as to violations of the Defense Production Act 
applicable to violations of this act; and (3) make the present law 
regarding hoarding and accumulation applicable to vaccine. 
This measure was referred to the Committee on Banking and 
Currency. Congressman Keating (R., N. Y.), in H. J. Res. 301, 
would authorize the appropriation of the one million dollars 
for purchase of Salk vaccine for children whose parents were 
unable to pay for Salk vaccine inoculations. This measure was 
referred to the Committee on Interstate and Foreign Commerce. 

Senator Hill (D., Ala.), in S. 1925, would “authorize and 
empower the President to provide for prompt, fair, and effective 
distribution and use of poliomyelitis vaccine for the purpose of 
preventing abuses and safeguarding the public interest.” This 
would authorize the President to (1) establish classification and 
priorities for Salk vaccine; (2) require records by manufacturers, 
distributors, and persons dispensing vaccine; (3) provide for sale 
at reasonable prices; (4) provide for purchase and free distribu- 
tion for immunization purposes; and (5) designate or create new 
agencies to carry out purposes of this legislation. Section 6 of 
the bill provides that “any person who willfully performs any 
act prohibited, or willfully fails to perform any act required by 
any rule, regulation, or order promulgated under the authority 
of this Act shall, upon conviction, be fined not to exceed $10,000 
or imprisoned for not more than one year, or both.” This bill 
was referred to the Committee on Labor and Public Welfare. 

The administration’s measure authorizing the appropriation 
of funds for grants-in-aid programs for immunization to polio- 
myelitis for children whose families were unable to pay was 
introduced by Senator Smith (R., N. J.), in S. 1984; Senator Hill 
(D., Ala.), in 1989; Congressman Priest (D., Tenn.), in H. R. 
6286; Congressman Wolverton (R., N. J.), in H. R. 6287; and 
Congressman Burnside (D., W. Va.), in H. R. 6426. This measure 
would not prevent the state from setting up free vaccination 
programs for all. An authorization of 28 million dollars, avail- 
able until Dec. 31, 1956, is provided jn the bill. The administra- 
tion subsequently agreed to raise this amount to 35 million 
dollars. The allotments to the state would be determined on the 
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basis of the relative population under age 20 and the state’s per 
capita income. The state with the lowest per capita income would 
receive enough money to pay for vaccine for 41% of its children. 
The state with the highest per capita income would receive 
enough for 15%; and the state with average income enough for 
20%. The Senate bills were referred to the Committee on Labor 
and Public Welfare and the House bills to Committee on Inter- 
State and Foreign Commerce. 

Senators Hill (D., Ala.), Murray (D., Mont.), Neely (D., 
W. Va.), Douglas (D., Ill.), Lehman (D., N. Y.), Kennedy 
(D., Mass.), and McNamara (D., Mich.), in S. 2147, would make 
Salk vaccine available free to any community on condition that 
free vaccination would be available to all children whose parents 
desire free vaccination. The state would be required to provide 
that professional medical service would be available to ad- 
minister the vaccine at no cost to all children whose parents did 
not want to pay the fees to private physicians for the service. 
An unlimited appropriation would be authorized. This bill was 
referred to the Committee on Labor and Public Welfare. Con- 
gressman Rodino (D., N. J.), in H. R. 5987, would amend the 
Defense Production Act to give the President authority to re- 
quire manufacturers to fulfill selected orders for Salk vaccine in 
preference to other orders for such vaccine and “to allocate 
Salk vaccine in such manner, upon such conditions, and to such 
extent as he shall deem necessary or appropriate to promote the 
public welfare. All the authority conferred in the Act would 
terminate June 30th, 1957.” This bill is identical with H. R. 
$599 (Rains, D., Ala.), 5611 (Celler, D., N. Y.), and 5696 
(Addonizio, D., N. J.), previously reported. These bills were 
referred to the Committee on Banking and Currency. 

Congressman Shelley (D., Calif.), in H. R. 6021, proposes to 
establish an emergency commission to insure the most effective 
and equitable distribution of Salk vaccine. The commission could 
recommend price-fixing legislation. This bill is identical with 
S. 1691, previously reported in THE JOURNAL, June 18, 1955, 
page 568. Congressman Tumulty (D., N. J.), in H. R. 6056, 
proposes to reimburse the states for the cost of Salk poliomyelitis 
vaccine used in a plan approved by HEW providing that 75% 
of the children eligible have been inoculated under the state 
plan. This bill was referred to the Committee on Interstate and 
Foreign Commission. Congressman Patterson (R., Conn.), in 
H. R. 6120, would direct the Secretary of the Department of 
Health, Education, and Welfare to establish priorities in age 
groups to receive the vaccine and prohibits the sale of vaccine 
“upon terms or conditions in conflict with the applicable pro- 
gram established by the health department of a state.” Violation 
would be punishable by a fine of not more than $5,000 or im- 
prisonment for not more than two years or both. 

After the voluminous and confusing mass of bills listed above 
were introduced and the clamor for them quieted down some- 
what, two bilis were reported out of committee, one in the 
House, H. R. 7126, by Congressman Priest (D., Tenn.). This 
was a new bill developed after hearings were held on preceding 
bills. In the Senate S. 2501 was also a new bill following hear- 
ings on other Salk vaccine bills. This was introduced by Senators 
Hill (D., Ala.), Smith (R., N. J.), Murray (D., Mont.), Ives 
(R., N. Y.), Neely (D., W. Va.), Purtell (R., Conn.), Douglas 
(D., Ill.), Bender (R., Ohio), Lehman (D., N. Y.), Allott (R., 
Colo.), Kennedy (D., Mass.), and MeNamara (D., Mich.). The 
House bill from the Committee on Inierstate and Foreign Com- 
merce would authorize the Department of Health, Education, 
and Welfare to make allotments to ihe states to consist of (1) 
an unmatched grant based upon 25° of the number of un- 
vaccinated eligible persons in the state multiplied by the product 
of the cost of vaccine and the state’s relative per capita income, 
(2) a 50-50 matching grant to cover the cost of additional polio- 
myelitis vaccine, (3) an additional 20% of the above two for 
administrative expenses. The Senate bill would amend the Public 
Health Law on general grants to states to authorize outright 
grants without matching to the states for the purchase of Salk 
vaccine for children under 20 and expectant mothers. If Con- 
gress does not vote enough money to pay for vaccine for all 
eligibles, the surgeon general will prorate whatever is available, 
taking into account disease incidence in the state as weil as the 
per capita income and population. If the state does not provide 
a program for all eligibles, the state would be required to comply 
with priorities established by the surgeon general. 
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MEDICAL NEWS 


CALIFORNIA 


Society News.—Dr. Alton Ochsner, professor of surgery, Tulane 
University of Louisiana School of Medicine, New Orleans, will 
discuss “Carcinoma of the Lung” and Dr. Edward H. Rynearson, 
professor of medicine, Mayo Foundation, Rochester, Minn., 
“Radioactive Iodine in the Treatment of Hyperthyroidism” at 
the meeting of the Alameda-Contra Costa Medical Association, 
given under the auspices of the staff of the Samuel Merritt 
Hospital, Aug. 25, 8:15 p. m., at Hunter Hall, 1025 Second Ave., 
Oakland (TEmplebar 6-2622). 


UCLA Medical Center.—tThe final major step in the develop- 
ment of the new medical center of the University of California 
at Los Angeles took place July 6, with the opening of the 320- 
bed teaching hospital. Constructed at a cost of 21 million dollars, 
the new center combines in one physical plant the schools of 
medicine and nursing, research facilities, a teaching hospital, 
outpatient departments, and a biomedical library, which joins 
it to the new Life Science Building. Creation of the U. C. L. A. 
Medical Center began in 1946 when the California legislature 
appropriated funds. The school section of the center was opened 
last fall, when the schools of medicine and nursing moved in 
from temporary quarters. On June 19 the medical school gradu- 
ated its first class. 


CONNECTICUT 


Symposium on Industrial Health.—The following symposium on 
industrial health will be presented at the main hospital of the 
United States Rubber Company, Water Street, Naugatuck, at 
2 p. m. on Sept. 22 under the auspices of the committee on 
industrial health, Connecticut State Medical Society. The pro- 
gram will be moderated by Dr. Alphonse Della Pietra, consult- 
ing orthopedic surgeon of the company and attending orthopedic 
surgeon, St. Mary’s Hospital, Waterbury. 
Low Back Conditions Found on Preemployment Physical Examination 
as Related to Industrial Liability, David M. Bosworth, New York. 
Treatment of Hip Injuries, Frederick R. Thompson, New York. 
Secondary Repair in Severe Industrial Hand Injuries, J. William Littler, 
New York. 
Hematic and Neoplastic Health Hazards in the Rubber Industry, 
Wilhelm C. Hueper, Bethesda, Md. 


DISTRICT OF COLUMBIA 


Doctors’ Orchestra.—The newly organized Doctors’ Orchestra 
of Washington, D. C., is open to doctors, dentists, veterinarians, 
nurses, and their families. President of the group is Dr. Richard 
H. Todd; vice-president and concert master, Dr. Isadore M. 
Alpher. The first rehearsal was held recently under the baton 
of Howard Mitchell, conductor of the National Symphony 
Orchestra. 


Personal.—Dr. John W. Cronin, chief, division of hospital 
facilities, U. S. Public Health Service, was given an honorary 
degree of doctor of science on June 6 by Miami University, 
Oxford, Ohio. Georgetown University, Washington, D. C., 
has received a gift of $100,000 from Mr. Hugh A. Grant, Brad- 
ford, Pa., for a 10 year study of organ culture under the di- 
rection of Dr. Robert J. Coffey, professor of surgery ——Dr. 
Irvin Hantman, Washington, D. C., received the first annual 
award of the alumni of Episcopal Eye, Ear and Throat Hospital 
for “distinguished work in otology and diseases of the ear.” 


ILLINOIS 


University News.—Dr. Frederick W. Merrifield, chairman, 
executive committee, Northwestern University Cleft Lip and 
Palate Institute, announces that Mrs. Eleanor P. Moses, pre- 
viously executive secretary, has been appointed administrator 
of the institute. 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


Clinics for Crippled Children.—The University of Illinois di- 
vision of services for crippled children has scheduled the follow- 
ing clinics to which any private physician may refer or bring 
children for examination or consultative services: 
Aug. 17, Alton (Rheumatic Fever), Alton Memorial Hospital; Chicago 
Heights, St. James Hospital. 
Aug. 18, Rockford, St. Anthonys Hospital. 
Aug. 23, Peoria, Children’s Hospital; Effingham (Rheumatic Fever), St. 
Anthony’s Emergency Hospital. 
Aug. 24, Springfield (Cerebral Palsy), Memorial Hospital; Elgin, Sherman 
Hospital. 
Aug. 25, Bloomington, A.M. (General), P.M. (Cerebral Palsy), St. 
Joseph’s Hospital. 
Aug. 26, Chicago Heights (Rheumatic Fever), St. James Hospital. 


Chicago 

University News.—The Max and Leola S. Epstein Foundation 
has presented the Chicago Medical School with a gift of 
$150,000 for “support of medical education and medical serv- 
ice.” A grant of $2,000 in support of the Chicago Medical 
School from the Sidney Hillman Foundation was recently pre- 
sented to Dr. John J. Sheinin, president of the school, by repre- 
sentatives of the Chicago Joint Board of the Amalgamated 
Clothing Workers of America. 


Parts of Medical Center Completed.—The West Side Medical 
Center, which has been called “an empire of medical skill,” 
occupies 478 acres, extending from Ashland Avenue to Oakley 
Boulevard and from the Congress Street Expressway south to 
the railroad tracks at 14th and 1Sth streets. It includes Cook 
County Hospital, Presbyterian Hospital and school of nursing, 
University of Illinois hospital and colleges of medicine, dentistry 
and pharmacy, Loyola University schools of medicine and 
dentistry, Chicago Medical School, and many new facilities 
erected since the district was created by the state legislature in 
1941. During the last four years 15 major projects, representing 
building costs of 45.5 million dollars, have been completed on 
land made available by the Medical Center Commission. These 
include the east Dental-Medical-Pharmacy Building, University 
of Illinois; the William Healy Residential School for Children; 
the Chicago State Tuberculosis Sanitarium; Cook County 
Hospital Dormitory for Interns; Veterans Administration Hos- 
pital; Cook County Graduate School of Medicine; and numerous 
offices and residential and administrative projects. Among the 
earliest buildings to be erected were Cook County Hospital 
(1875) and Rush Medical College (1876). Presently under con- 
struction is the Loyola University Stritch School of Medicine 
and College of Dentistry Building. 


MARYLAND 


Society News.—Newly elected officers of the radiological section 
of the Baltimore City Medical Society include: Dr. Walter L. 
Kilby, Baltimore, chairman, and Dr. Nathan B. Hyman, Balti- 
more, secretary-treasurer. 


Dr. Rysanek Honored.—At a dinner honoring his SOth anniver- 
sary of general practice, Dr. William J. Rysanek Sr., Baltimore, 
received special greetings from Mayor D’Alesandro, who desig- 
nated him as “an honored and outstanding citizen of Baltimore” 
and from Dr. Huntington Williams, Baltimore, commissioner of 
health, who wrote: “Such a splendid life of unselfish devotion 
to the many fortunate persons who have come under your care 
during these many years is an inspiration to all of us and is a 
cause for rejoicing on the part of the city of Baltimore.” Dr. 
Rysanek’s sons, William J. Rysanek Jr. and Emil J. Rysanek, 
Baltimore, are physicians. 


MASSACHUSETTS 


New Harvard Surgical Unit.—With the reestablishment of a 
surgical unit at the Boston City Hospital and the creation of 
the new Sears Surgical Laboratory, the Harvard Medical School, 
Boston, will resume participation in surgical research, teaching, 
and patient care at the hospital, renewing an affiliation that lasted 
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from the founding of the hospital in 1861 until 1942. The re- 
newal of service was made possible largely by the bequest of 
Charles H. Tyler, Boston, who in 1931 left a public charitable 
trust as a memorial to the late Dr. George G. Sears, formerly 
clinical professor of medicine at Harvard and a trustee of the 
hospital. The fund now amounts to well over $1,500,000, Dr. 
J. Englebert Dunphy will be Harvard Professor of Surgery and 
director of the new unit, which was scheduled to open in July, 
with Dr. Charles C. Lund as surgeon-in-chief. 


NEBRASKA 

Personal.—Dr. Benjamin B. Wells, professor of medicine, 
Creighton University School of Medicine, Omaha, recently 
served as professor of medicine pro tem at Georgetown Univer- 
sity School of Medicine, Washington, D. C., in accordance with 
a custom of having leading teachers from other schools brought 
in for a short period to broaden the educational oprortunities 
of the students and house staff. During this period the “pis tem” 
professor carries on the educational activities of Pr, Harold §. 
Jeghers, director of the department of medicine. 


Institute on Neuromuscular and Rheumatic Diseases,-—C re:ch- 
ton University School of Medicine, Omaha, together with the 
Nebraska State League for Nursing and the Nebraska Arthritis 
and Rheumatism Foundation, will sponsor an Institute on Re- 
habilitation of Neuromuscular Diseases and Rheumatic Diseases 
at Creighton Memorial St. Joseph’s Hospital Sept. 8-10. Guest 
speakers will be Dr. Joseph G. Benton, coordinator of education 
and research at the Institute of Physical Medicine and Re- 
habilitation in New York, Dr. William A. Spencer, associate 
professor of pediatrics, Baylor University College of Medicine, 
Houston, Texas, and Dr. William D. Robinson, professor of 
internal medicine, University of Michigan Medical School, Ann 
Arbor. For information write Dr. Harold N. Neu, Medical 
Director, Department of Rehabilitation, Creighton Memorial 
St. Joseph’s Hospital, Omaha. 


NEW HAMPSHIRE 

Workshop on Epilepsy.—A workshop on epilepsy will be held 
Sept. 14, 10 a. m.-4 p. m., at the New Hampshire Highway 
Hotel, Concord, under the sponsorship of the state department 
of health, Crippled Children’s Services; state department of edu- 
cation; and the New Hampshire Pediatric Society. Registration 
may be made through State Department of Health, Crippled 
Children’s Services, 17 Capitol St., Concord. 


NEW JERSEY 

Medical Director of A. T. and T.—Dr. L. Holland Whitney, 
Morristown, medical director for New Jersey Bell Telephone 
Company since 1948, has been appointed medical director for 
the American Telephone and Telegraph Company. Dr. Whitney 
was medical director for the Sperry Gyroscope Company in 
Long Island, N. Y., during World War II. He has been secretary 
of the Academy of Medicine of New Jersey, a vice-president 
of the New Jersey Industrial Medical Association, a fellow of 
the Academy of Medicine of the northern New Jersey section 
of occupational health, and chairman of the committee on 
alcoholism for the Essex County Service for the Chronically Ill. 


NEW YORK 


University News.—The office of administration, State University 
of New York College of Medicine at New York City, Brooklyn, 
has moved from 350 Henry St., Brooklyn 1, to 496 Clarkson 
Ave., Brooklyn 3. 


Israel Strauss Lecture.—The first Israel Strauss Lecture, “The 
Application of the Experimental Method of Psychiatric Ther- 
apy,” was delivered at Hillside Hospital, Glen Oaks, April 10 
by Dr. David McK. Rioch, director of the neuropsychiatric di- 
vision of the Army Medical Service Graduate School at the 
Walter Reed Army Hospital, Washington, D. C. These lectures, 
originally conceived while Dr. Strauss was alive, will now be 
given as annual memorial lectures. Dr. Morris B. Bender, New 
York City, is chairman of the lecture committee. 


J.A.MLA., Aug. 13, 1955 


Ciba Award to Dr. Gross.—The 1955 Ciba award for meritori- 
Ous accomplishments in the field of endocrinology was presented 
to Dr. Jack Gross, associate professor of anatomy, State Univer- 
sity of New York College of Medicine at New York City in 
Brooklyn, at the annual meeting of the Endocrine Society in 
Atlantic City, N. J. He was cited for his work on the thyroid 
gland, since the introduction of radioiodine in the early 1940's, 
and especially for his isolation of a new iodine compound, tri- 
iodothyronine, in human blood. Together with Dr. R. Pitt-Rivers 
at the National Institute for Medical Research, London, England, 
Dr. Gross isolated triiodothyronine from the thyroid of cattle, 
explored its physiological properties, and synthesized it chem- 
ically. In addition to a stipend of $1,800, the Ciba award pro- 
vides $700 for expenses if the recipient wishes to pursue, within 
two years, special investigative work at a laboratory other than 
his own. Dr. Gross will take a six month leave from the state 
university next February, when he hopes to work in the labora- 
tory of Dr. Hans Krebs, Nobel Laureate, at Oxford, England, 
in studies pertaining to enzymatic reactions involving tritodo- 
thyronine. 


New York City 

Rado Lectureship.—In honor of Dr. Sandor Rado, who has 
retired from his position as director of the Columbia Psycho- 
analytic Clinic for Training and Research, a lectureship has been 
established in the department of psychiatry, Columbia Univer- 
sity College of Physicians and Surgeons. On July 1, Dr. Abraham 
Kardiner succeeded Dr. Rado as director of the clinic. 


First Graham Award to Dr. Whipple.—Dr. Allen O. Whipple, 
professor emeritus of surgery, Columbia University College of 
Physicians and Surgeons, received the first Graham award for 
outstanding contributions to surgery at a ceremony, Jume 6, 
at Washington University, St. Louis. Funds for the award were 
set up by associates and former students of Dr. Evarts A. 
Graham, emeritus Bixby Professor of Surgery at Washington 
University School of Medicine, St. Louis, at the time of his 
retirement in 1951. The medal will be awarded every three or 
four years to the surgeon who, in the opinion of the selection 
committee, has made the most significant contributions to his 
profession. Dr. Whipple is director of a new project in which 
the American College of Surgeons will be associated with the 
U. S. Foreign Operations Administration in bringing to this 
country doctors from the NATO countries for training in Ameri- 
can hospitals. 


Personal.—Dr. Irving B. Goldman has been appointed as attend- 
ing otolaryngologist for rhinoplasty to the Mount Sinai Hospital. 
Dr. Lewis Robert Wolberg, associate clinical professor of 
psychology at the New York Medical College, Flower and Fifth 
Avenue Hospitals, discussed “Modern Trends in Hypnotherapy” 
before the hospital staff of the Veterans Administration Hospital 
at Northport, L. L., June 3. Dr. Oskar Diethelm, professor 
of psychiatry, Cornell University Medical College, addressed 
the hospital staff of the Veterans Administration Hospital at 
Northport, L. I, June 7 and 8, his topics being “Research 
Methodology and Mental Illness” and “Psychodynamics of 
Schizophrenia.” Dr. Samuel Weiss, editor-in-chief of the 
American Journal of Gastroenterology since its inception in 
1934, was honored on his 70th birthday by the New York 
Academy of Gastroenterology, which presented him with an 
illuminated plaque containing a set of resolutions recognizing 
his 70th birthday and his accomplishments in medicine. Dr. 
Joseph Hirsh has been appointed associate professor of pre- 
ventive and environmental medicine at the new Albert Einstein 
College of Medicine. Dr. Howard A. Rusk, chairman, and 
Eugene J. Taylor, B.S., assistant professor, department of physi- 
cal medicine and rehabilitation, New York University College 
of Medicine, have been awarded the Order of Merit José Fernan- 
dez Madrid by the government of Colombia. Dr. Rusk and 
Mr. Taylor, with Capt. Thomas J. Canty, U. S. Navy Hospital, 
Oakland, Calif., recently conducted clinics, lectures, and demon- 
strations in Colombia, where they acted as consultants for the 
new 850-bed military hospital being erected in Bogota. 
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UTAH 


Personal.— Dr. George A. Spendlove, Salt Lake City, director 
of the Utah State Department of Health since Oct. 3, 1950, re- 
cently notified the board of health of his intention to resign. 


State Medical Meeting.—The Utah State Medical Association 
will hold its annual meeting at the Hotel Utah, Salt Lake City, 
Sept. 8-10. The address of welcome will be delivered by Dr. 
Charles Ruggeri Jr. Salt Lake City, president, at 8:45 a. m. 
Thursday. Dr. Elmer Hess, Erie, Pa. President, American 
Medical Association, will speak at the banquet Friday, 7:30 
p. m.. on “Medicine—Person to Person.” On Saturday at 9:30 
a. m. Dr. Hess will present “Treatment of Kidney and Bladder 
Infections.” Dr. Rutherford T. Johnstone, Los Angeles, a mem- 
ber of the Council on Industrial Health of the A. M. A., will 
discuss “Industrial Medicine” on Thursday at 11:30 a. m. and 
“Occupational Diseases: Their Diagnostic Approach” Saturday 
noon. “Malpractice Litigation and Prevention Programs” is the 
subject that wil] be considered by Mr. Edwin J. Holman, 
Chicago, member of the Law Department of the A. M. A. and 
Executiwe Secretary of the Judicial Council, Thursday, 3:15 
p. m. Other out-of-state speakers and their first presentations 
include: 

Framk Glenn, New York, Surgical Treatment of Biliary Tract Disease. 


James §$. Shipman, Philadelphia, Some Recemt Advances in Cataract 
Sumnpery. 

Gordom Meikiejohn, Denver, Viral Diseases. 

Verme T. Imman, San Francisco, Mechanisms of Deep Somatic Pain— 
Anmaiomical and Physiological Observations. 

Carlton N. Price, Washington, D. C., Office Gynecology. 

Horace E. Campbell, Denver, Automobile Crash Injuries. 

H. Russel] Fisher, Los Ameeles, Role of the Pathologist in Diagnosis 
amd Mamagememt of Cancer of the Breast. 

Charles L. Eckert, St. Lowis, New Approaches in Management of 
Camcer of the Breast. 

Richard H. Chamberlain, Philadelphia, Radiotherapeutic Approaches to 
Camoer of the Breast. 

Damely P. Slawghter, Chicago, Surgical Treatment of Cancer of the 
Lip and Mouwth. 

Carhom N. Price, Washington, D. C., Indications for Removal of 
Female Pelvic Organs. 


Dr. Ruggeri will serve as moderator for a round-table luncheon 
Thursday noon, and Dr. Slaughter will moderate the round- 
table discussion Friday, 11 a. m. At 12 noon Friday, there will 
be a round-table luncheon during which there will be a talk on 
recent advances im camcer research. The Friday session will close 
with a round-table discussion moderated by Dr. Eckert. The 
woman's auxiliary will meet simultaneously. 


WEST VIRGINIA 


Hespital News.—The West Virginia Board of Health recently 
approved the release of federal funds available under the Hill- 
Burton Act for four hospital projects in the state: Charleston 
General Hospital, four-story nurses’ home, $418,566; Ohio 
Valley General Hospital, Wheeling, additional portion of funds 
heretofore appropriated for a chronic ward and mental wards, 
339.820: Wheeling-Ohio County Health Center appropriation 
toward a new two million dollar building, $125,900; and Eliza- 
beth Coplin Leonard Memorial Hospital, Buckhannon, 10-bed 
addition and new operating room and laboratory, $230,100. 


Health Education W .—The 4th Annual Health Edu- 
cation Workshop and the 31st Annual State Health Conference 
of the West Virginia Public Health Association will be held at 
the Daniel Boone Hotel, Charleston, Sept. 7-9. The theme for 
the workshop will be “Current Developments in Health Edu- 
cation in West Virginia” and the conference theme, “What Is 
Happening in Public Health in West Virginia?” Executive di- 
rectors of state voluntary health agencies will appear on the 
program being prepared for the workshop. Subjects to be dis- 
cussed include “Current Status of Public Health in West Vir- 
ginia™ and “Local Responsibility for Providing Local Health 
Services.” One of the main topics for discussion at the State 
Health Conference will be “Current Problems in Maternal and 
Child Health.” Speakers will include Miss Ruth Taylor, chief, 
nursing section, Children’s Bureau, and Dr. Samuel M. Wishik, 
professor of maternal and child health, graduate school of public 
health, University of Pittsburgh. 
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GENERAL 


Heart Association Research Grants.—The American Heart 
Association and its affiliates have jointly awarded grants-in-aid 
totaling $723,972.45 to 149 scientists engaged in research in 
the field of heart and blood vessel diseases. The new grants, 
which are additional to 110 fellowship awards announced earlier 
this year, bring the total allocated by the association to under- 
write scientific research during the year that began July 1 to 
$1,418,972. The association and its affiliates have allocated al- 
most 11 million dollars for research support since the associ- 
ation became a voluntary health agency in 1948. 


Abstracts for Meeting of Psychosomatic Society —The Ameri- 
can Psychosomatic Society, which will hold its 13th annual 
meeting at the Sheraton Plaza Hotel, Boston, March 24-25, 1956, 
requests that titles and abstracts of papers for consideration for 
the program be received no later than Dec. 1. Abstracts should 
be submitted in sextuplicate, for the program committee's con- 
sideration, to the chairman, Dr. Stanley Cobb, 551 Madison 
Ave., New York 22. Other members of the committee are Drs. 
Carl Binger, Cambridge, Mass.; Daniel H. Funkenstein, Boston; 
Theodore Lidz, New Haven, Conn.; I. Arthur Mirsky, Pitts- 
burgh; and Harold G. Wolff, New York. 


“Sight-Saving Month.”—Plans for the fifth annual September 
“Sight-Saving Month” campaign to mobilize efforts against the 
increasing threat of blindness in this country have been an- 
nounced by Dr. Franklin M. Foote, executive director of the 
National Society for the Prevention of Blindness (1790 Broad- 
way, New York 19). According to Dr. Foote, blindness in the 
U. S. has reached the rate of more than 27,000 new cases 
annually. During the 1955 September campaign, the nation’s 
radio, television, newspapers, magazines, and transit advertising 
companies will contribute time and space to various forms of 
sight-saving messages. Publications en eye care for children 
and adults are available from the National Society for the Pre- 
vention of Blindness. 


Awards and Fellowships in Endocrinology.—The Endocrine 
Society announces that nominations for the medal of the Endo- 
crine Society, the Ciba award, and the Ayerst, McKenna and 
Harrison Fellowship may be submitted by any member of the 
society on forms obtainable from the Office of the Secretary, 
1200 N. Walker St., Oklahoma City 3, which should be returned, 
completed, to the secretary, not later than Nov. 1. The Ciba 
award, to recognize meritorious accomplishments in the field of 
clinical or preclinical endocrinology by an investigator not more 
than 35 years of age, is now $1,800. If within 24 months the 
recipient should choose to use the award toward further study 
in a laboratory other than that in which he is at present working, 
it will be increased to $2,500. The Ayerst, McKenna and 
Harrison Fellowship, established in 1947, is designed to assist 
men or women of exceptional promise in furthering their ad- 
vancement toward a career in endocrinology. The fellowship is 
awarded in alternate years; e. g., 1955, 1957. The stipend, which 
will not exceed $5,000, may be divided into two fellowships in 
varying amounts in accordance with the qualifications of the 
appointees. Individuals with the M.D. or Ph.D. degree, or can- 
didates for either of these degrees, are eligible for appointment. 
Proposals for appointments as scholars of the Endocrine Society 
should be made in writing by the applicant and sent to the secre- 
tary of ‘the society by Nov. 1. Notice of awards to successful 
nominees and applicants will be made not later than Dec. 1. 


Surgeons Meeting in Philadelphia.—The United States and 
Canadian sections of the International College of Surgeons will 
hold their 20th annual congress at the Convention Hall in 
Philadelphia Sept. 12-15. Dr. Arnold S. Jackson, Madison, 
Wis., is president of the U. S. section, and Dr. Lyon H. Appleby, 
Vancouver, B. C., is president of the Canadian section. Dr. 
Moses Behrend, Philadelphia, serves as general chairman of 
the congress and Dr. Harry E. Bacon, Philadelphia, as chair- 
man of the program committee. Among the speakers at the open- 
ing assembly will be Joseph S. Clark Jr., mayor of Philadelphia; 
Dr. W. Edward Chamberlain, president of the Philadelphia 
County Medical Society; and Dr. Temple S. Fay, professor and 
head of the department of neurosurgery, Woman’s Medical 
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College of Pennsylvania, Philadelphia. A symposium on injuries 
to the cervical spine is scheduled for Monday afternoon, a sym- 
posium on blood substitutes for Tuesday evening, and a sym- 
posium on management of surgical ureteral injuries for Wednes- 
day morning. Twenty-six panels will be presented. A demonstra- 
tion of the latest advances in color television in surgery, presented 
Monday at 9:30 a. m. by Alfred N. Goldsmith, Ph.D., New 
York, will include the first demonstration of magnetic tape 
recordings in color. Monday evening will be devoted to a film 
forum at the Bellevue-Stratford Hotel. A social hour, 6 p. m., 
Wednesday, will precede the annual banquet at the Bellevue- 
Stratford, which will be addressed by Milton G. Baker, LL.D., 
major general (U. S. Army, ret.), founder and commandant of 
the Valley Forge Military Academy; chairman, U. S. Commis- 
sion of Unesco, and personal adviser to Charles E. Wilson, 
Secretary of Defense. The annual convocation will be held 
' Thursday, 7 p. m., at the Academy of Music, Broad and Locust 
streets. 

Prevalence of Poliomyelitis—According to the National Office 
of Vital Statistics, the following number of reported cases of 


poliomyelitis occurred in the United States and its territories 
and possessions in the weeks ended as indicated: 


July 28, 1955 


Total 24, 
Paralytie Cases 94, 


Area Type Reported Total 
New England States Ra 
Vermont.. 1 1 2 
Middle Atlantie States 
New York.. 9 42 52 
East North Central States 
_, 17 10 6 
West North Central States 
North Dakota. 1 4 
South Atlantic States 
1 1 2 
Of COMMDIA.. l 5 
Virginia.. 18 16 
West V irginia.. 2 4 6 
North arolina.. 3 10 25 
East South Central States 
West South Central States 
Mountain States 
2 7 4 
Pacifie States 
7 9 11 
Territories and Possessions 
13 
No report No ‘report 


J.A.M.A., Aug. 13, 1955 


Wanted by the FBI.—Jack Yacht is wanted by the FBI for 
interstate transportation of stolen property and for violation of 
the National Bankruptcy Act. Yacht is reported to be a diabetic, 
and his condition it is believed would require insulin on a daily 
basis. He may be in frequent contact with a physician or con- 
fined to a hospital. He is about 52 years old, 5 ft. 6 in. tall, 
weighs 180-200 lb., and is said to waddle slightly because of 
excessive weight. He has dark brown hair, brown eyes, and a 
dark complexion. Yacht has used many aliases, including David 
Bordan, Charles Borden, Jason Borden, Phillip Casper, Nat 
Harris, Douglas Marden, Harold R. Phillips, Charles Stone, and 
Jerome Young. A fluent conversationalist, he is reported to stop 
at good hotels. He has a high school education and has had train- 
ing as a law clerk. ; 

On Dec. 3, 1952, a Federal Grand Jury at New York City 
indicted Yacht for concealment of assets in connection with 
bankruptcy proceedings. Other federal indictments returned on 
July 26, 1951, at Pittsburgh, and on Sept. 18, 1951, at Erie, 
Pa., charged him with violation of the Interstate Transportation 
of Stolen Property Statute in connection with fraudulent and 
fictitious checks passed in interstate commerce. He has been 
convicted previously for forgery and grand larcency, is very 
familiar with the fur trade, and reportedly may be attempting 
to gain money through schemes involving some aspect of the 
fur business. 

Any person having information that might assist in locating 
this individual is requested to notify immediately the Director 
of the Federal Bureau of Investigation, Washington, D. C., or 


Jack Yacht 


the Special Agent in charge of the division of the Federal Bureau 
of Investigation nearest his city. Yacht has been known to carry 
a revolver and should be considered dangerous. 


Endocrine Society Awards First Medal.—The Endocrine Society 
has awarded to Carl R. Moore, Ph.D., professor and chairman 
of the department of zoology, University of Chicago, its first 
medal, established to honor distinguished scientific research in 
the study of the endocrine glands. Dr. Moore’s researches, begun 
almost 40 years ago, have led to new information on the function 
of sex hormones, the conditions under which germ cells are 
produced, and a test for the male sex hormone. Research at the 
University of Chicago in which Dr. Moore played a leading 
role formed the foundation for medical progress in the treatment 
of prostate cancer in men and breast cancer in women. Dr. 
Moore served the Endocrine Society as president for two terms, 
1944-1946. 


Society News.—At the next annual meeting of the American 
Academy of Occupational Medicine, at the Netherlands-Plaza 
Hotel, Cincinnati, Feb. 15-17, 1956, a special 10th anniversary 
program will be presented. The American Society for Arti- 
ficial Internal Organs recently elected Dr. Willem J. Kolff, 
Cleveland, president; Dr. Clarence Dennis, Brooklyn, president- 
elect; and Dr. Peter F. Salisbury, Los Angeles, secretary. 
The Society for Investigative Dermatology recently elected Dr. 

J. Lamar Callaway, Durham, N. C., president; Dr. Sture A. M. 

Johnson, Madison, Wis., vice- president: and Dr. Herman Beer- 
man, Philadelphia, secretary-treasurer (reelected). Newly 
elected officers of the American Trudeau Society include: Dr. 
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H. Stuart Willis, Chapel Hill, N. C., president; Dr. Paul C. 
Samson, Oakland, Calif., president-elect; Dr. Theodore L. 
Badger, Boston, vice-president; and Dr. William G. Childress, 
Valhalla, N. Y., secretary-treasurer. The American Diabetes 
Association recently elected Dr. Henry T. Ricketts, Chicago, 
president; Dr. Frederick W. Williams, New York, first vice- 
president; Dr. John A. Reed, Washington, D. C., second vice- 
president; Dr. Franklin B. Peck Sr., Indianapolis, secretary; and 
Dr. William H. Olmsted, St. Louis, treasurer. Newly elected 
officers of the American College of Allergists include: Dr. 
Lawrence J. Halpin, Cedar Rapids, lowa, president; Dr. Ethan 
Allan Brown, Boston, president-elect; and Drs. John D. Gillaspie, 
Boulder, Colo., and Abram M. Targow, Los Angeles, first and 
second vice-presidents respectively. The 1956 convention will 
be held at the Hotel New Yorker, New York, April 15-20. 


FOREIGN 


Congress on Industrial Medicine.—The 20th Italian National 
Congress on Industrial Medicine meets in Padua on Sept. 22-23, 
and in Venice on Sept. 24-25. The program will include: (1) 
evaluation of the function of cardiocirculatory and respiratory 
systems in silicosis, (2) pathology caused by vibrating instru- 
ments, and (3) atmospheric pollution. For details, write the Office 
of the Secretary of the Congress, Istituto di Medicina del Lavoro, 
Via S. Eufemia n° 8, Padua. 


Intensified Malaria Programs.—The executive board of the 
World Health Organization, meeting in Geneva, Switzerland, 
recently urged governments to intensify their plans of nation- 
wide malaria control, pointing out that one-fourth of mankind 
lives in malarial zones. It was stated that at least two species 
of malaria-bearing mosquitoes in some parts of Greece, Lebanon, 
and Indonesia have become resistant to chlorophenothane 
(DDT). The board advocated the substitution of malaria eradi- 
cation programs for most of the present national programs of 
malaria control. 


Meeting of Leprologists.—At the recent meeting of the Indian 
Association of Leprologists, the dearth of suitable personnel for 
expansion of the antileprosy program was discussed, and resolu- 
tions were adopted calling for retention in service until 60 years 
of age of experienced leprosy workers, if otherwise fit, who 
would normally have to retire under the usual superannuation 
rules and calling for the offering of inducements “to all experts, 
including retired men, by the government, the Gandhi Memorial 
Leprosy Foundation . . . and other voluntary agencies to con- 
tinue to serve in the country.” The association recommended 
that physiotherapeutic measures be introduced in all leprosaries, 
rehabilitation centers, and clinics and that the government en- 
courage orthopedic and plastic surgeons and leprologists to 
specialize in constructive surgery of deformed hands so that 
such surgical assistance may be available in general hospitals 
and leprosaries. 


CORRECTION 


Antihistamines.—In Queries and Minor Notes in THE JOURNAL 
Feb. 26, 1955, page 782, the statement was made that agranulo- 
cytosis has been described in a few instances in patients taking 
antihistaminic drugs. Objection has since been raised to the in- 
clusion of 10-(2-dimethylamino-1l-propyl) phenothiazine (Phener- 
gan) in this list because of the impression that Phenergan may 
have been responsible for such toxic reactions more frequently 
than actually seems to be the case. Phenothiazine, the chemical 
from which Phenergan is derived, has been responsible for the 
production of hemolytic anemia in a number of patients and 
probably for agranulocytosis in at least one subject. Pheno- 
thiazine was formerly employed as a urinary antiseptic and 
anthelmintic agent, but its use has been largely discontinued be- 
cause of toxic reactions. On the other hand, the consultant who 
answered the question has been able to find only one reported 
instance in which Phenergan was thought to have induced 
agranulocytosis, and in this one case the evidence was circum- 
stantial only. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, £35 North 
Dearborn St., Chicago 10, Secretary. 


1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15, 
1956 Clinical Meeting, Seattle, Nov. 27-30. 
1957 Annual Meeting, New York, June 3-7. 


AMERICAN MEDICAL ASSOCIATION PuBLIC RELATIONS INSTITUTE, Drake 
Hotel, Chicago, Aug. 31- Sept. 1. Mr. Leo E. Brown, 535 N. Dearborn 
St., Chicago 10, Director. 


ACADEMY OF PsyCHOSOMATIC MEDICINE, Hotel Plaza, New York, Oct. 6-8. 
Dr. Ethan Allan Brown, 75 Bay State Road, Boston 15, Secretary. 
AMERICAN ACADEMY OF PEDIATRICS, Palmer House, Chicago, Oct. 34. 
Dr. E. H. Christopherson, 610 Church St., Evanston, Ill, Executive 

Secretary. 

AMERICAN ASSOCIATION OF MepIcAL RECORD LIBRARIANS, LaSalle Hotel, 
Chicago, Oct. 3-7. Miss Doris Gleason, 510 N. Dearborn St., Chicago 
10, Executive Director. 

AMERICAN ASSOCIATION OF NuRSING Homes, Hotel Muehlebach, Kansas 
City, Mo., Sept. 19-21. Mr. Ira O. Wallace, P.O. Box 366, New Castle, 
Ky., Secretary. 

AMERICAN ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, The Home- 
stead, Hot Springs, Va., Sept. 8-10. Dr. Frank R. Lock, Bowman Gray 
School of Medicine, Winston-Salem, N. C., Secretary. 

AMERICAN COLLEGE OF HospiITAL ADMINISTRATORS, Convention Hall, 
Atlantic City, N. J., Sept. 17-19. Mr. Dean Conley, 620 North Michigan 
Ave., Chicago 11, Executive Director. 

AMERICAN CCO.AWGRESS OF PHyYSICIAL MEDICINE AND REHABILITATION, Hotel 
Statler, D-troit, Aug. 28-Sept. 2. Dr. Frances Baker, 30 North Michigan 
Ave., Chicago 2, Secretary. 

AMERICAN FRACTURE ASSOCIATION, Hotel Fontainebleau, Miami Beach, 
Fla., Sept. 19-22. Dr. Homer D. Junkin, Paris Hospital, Paris, Ill., 
Secretary. 

AMERICAN HOSPITAL ASSOCIATION, Traymore Hotel, Atlantic City, N. J., 
Sept. 19-22. Dr. Edwin L. Crosby, 18 East Division St., Chicago 10, 
Director. ° 

AMERICAN MEDICAL WRITERS’ ASSOCIATION, Jefferson Hotel, St. Louis, 
Sept. 30-Oct. 1. Dr. Harold Swanberg, P.O. Drawer 110, Quincy, Ul, 
Secretary. 

AMERICAN PHYSIOLOGICAL SOCIETY FALL MEETING, Tufts College, Medford, 
Mass., Sept. 6-9. Dr. Allan C. Burton, Univ. of Western Ontario, 
London, Ont., Canada, Secretary. 

AMERICAN ROENTGEN Ray Society, Palmer House, Chicago, Sept. 20-23. 
Dr. Barton R. Young, Germantown Hospital, Philadelphia 44, Secretary. 

AMERICAN SOCIETY OF PLASTIC AND RECONSTRUCTIVE SURGERY, Atlantic 
City, N. J., Sept. 25-30. Dr. Kenneth L. Pickrell, Duke Hospital 
Durham, N. C., Secretary. 

AMERICAN VETERINARY MEDICAL ASSOCIATION, Radisson Hotel and Audi- 
torium, Minneapolis, Aug. 15-18. Dr. J. G. Hardenbergh, 600 South 
Michigan Blvd., Chicago 5, Executive Secretary. 

ASSOCIATION OF AMERICAN PHYSICIANS AND SURGEONS, Chicago, Oct. 7-8. 
Mr. Harry E. Northam, 185 N. Wabash Ave., Chicago 1, Executive 
Secretary. 

BioLoGicaL PHOTOGRAPHIC ASSOCIATION, Wisconsin Hotel, Milwaukee, Aug. 
30-Sept. 2. Miss Jane H. Waters, c/o Pavelle Color, Inc., 533 W. 57th 
St., New York 19, Executive Secretary. 

CENTRAL ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, Deshler- 
Hilton Hotel, Columbus, Ohio, Oct. 5-9. Dr. Edwin J. DeCosta, Suite 
602, 116 S. Michigan Ave., Chicago 3, Secretary. 

CuinicaL OrTHOPAEDIC Society, Skirvin Hotel, Oklahoma City, Sept. 30- 
Oct. 1. Dr. Marcus J. Stewart, 869 Madison Ave., Memphis, Tenn., 
Executive Secretary. 

CoLorapo State Mepicat Society, Shirley-Savoy Hotel, Denver, Sept. 
20-23. Mr. Harvey T. Sethman, 835 Republic Bldg., Denver 2, Execu- 
tive Secretary. 

INDUSTRIAL HEALTH CONFERENCE, Shamrock Hotel, Houston, Texas, Sept. 
22-23. Dr. Sidney Schnur, 411 Medical Arts Bldg., Houston 2, Texas, 
Chairman. 

KANSAS City SOUTHWEST CLINICAL Society, Municipal Auditorium, Kansas 
City. Mo., Oct. 3-6. Dr. W. M. Kitchen, 306 E. Twelfth St., Kansas 
City 6e, Mo., Secretary. 

KENTUCKY STATE MEDICAL AssociATION, Louisville, Sept. 27-29. Mr. J. P. 
Sanford, 620 S. Third St., Louisville, Executive Secretary. 

MICHIGAN STATE MEDICAL Society, Pantlind Hotel, Grand Rapids, Sept. 
26-30. Dr. L. Fernald Foster, 606 Townsend St., Lansing 5, Secretary. 

MIDWEST CONFERENCE ON RHEUMATIC Diseases, Henry Ford Hospital, 
Detroit, Oct. 5. Mr. Lewis S. Robinson, 7338 Woodward Ave., Detroit 
2, Secretary. 

Mississippi VaLtLey Mepicat Society, Jefferson Hotel, St. Louis, Sept. 
28-30. Dr. Harold Swanberg, 510 Maine St., Quincy, Ill., Secretary. 

MONTANA MEDICAL ASSOCIATION, Baxter Hotel, Bozeman, Sept. 15-18. Mr. 
L. R. Hegland, P.O. Box 1692, Billings, Executive Secretary. 

NEVADA STATE MEDICAL AssOcIATION, Riverside Hotel, Reno, Aug. 18-20. 
Dr. William A. O’Brien III, 505 Chestnut St., Reno, Secretary. 

New ENGLAND HEALTH INSTITUTE, Colby College, Waterville, Me., Aug. 
30-Sept. 1. Dr. Edward W. Colby, City of Portland Health Dept., 
Portland, Me., Chairman, 
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New Hampsuire Mepicar Society, Mt. Washington Hotel, Bretton 
Woods, Sept. 29-Oct. 1. Dr. Warren H. Butterfield, 18 School St., 
Concord, Secretary. 

NortH TEXAS-SOUTHERN OKLAHOMA FALL CLINICAL CONFERENCE, Wichita 
Falls, Tex., Sept. 17. Dr. E. C. Bebb, Broad St., Wichita Falls, Tex., 
Chairman. 

OrrGon STATE MeEpiIcaAL Society, Hotel Heathman, Portland, Sept. 28- 
Oct. 1. Dr. Richard R. Carter, 1020 S.W. Taylor St., Portland 5, 
Secretary. 

PaciFic DERMATOLOGIC AssocIATION, Mexico, D. F., Mexico, Aug. 22-24. 
Dr. Ben A. Newman, 436 N. Roxbury Drive, Beverly Hills, Cailif., 
Secretary. 

PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, William Penn Hotel, 
Pittsburgh, Sept. 18-23. Dr. Harold B. Gardner, 230 State St., Harris- 
burg, Secretary. 

POSTGRADUATE ASSEMBLY IN ENDOCRINOLOGY AND METABOLISM, Indian- 
apolis, Sept. 26-Oct. 1. Dr. John J. Mahoney, Assistant Dean, Indiana 
University School of Medicine, 1040 W. Michigan St., Indianapolis 7. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

Jamestown, N. D., Sept. 10. Mr. E. R. Loveland, 4200 Pine St., Phila- 
delphia 4, Executive Secretary. 

RENO SURGICAL SociETY, Reno, Nev., Aug. 18-20. Dr. James R. Herz, 509 
Humboldt St., Reno, Nev., Secretary. 

Rocky MOoOuNTAIN RADIOLOGICAL SocieTY, Shirley-Savoy Hotel, Denver, 
Aug. 18-20. Dr. John H. Freed, 4200 East 9th St., Denver 20, 
Secretary. 

Society OF GENERAL PHYSIOLOGISTS, Marine Biological Laboratory, Woods 
Hole, Mass., Sept. 9-10. Dr. A. M. Shanes, National Institutes of 
Health, Bethesda 14, Md. 

SOUTHWESTERN SURGICAL CONGRESS, Muehlebach Hotel, Kansas City, M 
Sept. 5-7. Dr. C 
Secretary. 

TENNESSEE VALLEY MEDICAL ASSEMBLY, Read House, Chattanooga, Tenn., 
Oct. 3-4. Dr. Harry E. Jones, 109 Medical Arts Bldg., Chattanooga 2, 
Tenn., Secretary. 

U. S. CHAPTER, INTERNATIONAL COLLEGE OF SURGEONS, Convention Hall, 
Philadelphia, Sept. 12-15. Dr. Karl Meyer, 1516 Lake Shore Drive, 
Chicago 10, Secretary. 

STATE Mepicat ASssociaATION, Union Bldg., Salt Lake City, Sept. 
8-10. Mr. H. Bowman, 42 S. Fifth East St., Salt Lake City 2, Execu- 
tive Secretary. 

VERMONT STATE MEDICAL Society, Mt. Washington Hotel, Bretton Woods, 
N. H., Sept. 29-Oct. 1. Dr. James P. Hammond,*337 South St., Ben- 
nington, Secretary. 

WASHINGTON STATE MEDICAL ASSOCIATION, Olympic Hotel, Seattle, Sept. 
11-14. Dr. Frederick A. Tucker, 1309 Seventh Ave., Seaitle 1, Secretary. 

WESTERN ASSOCIATION OF RAILWAY SURGEONS, Las Vegas, Nev., Sept. 
22-24. Dr. Leo L. Stanley, 1322 Fifth Ave., San Rafael, Calif., Sec- 
retary. 

West VirGiInta STATE MEDICAL ASSOCIATION, White Sulphur Springs, 
Aug. 18-20. Mr. Charles Lively, P. O. Box 1031, Charleston 24, Execu- 
tive Secretary. 


. M. O'Leary, 207 Plaza Court Bidg., Oklahoma City, 


FOREIGN AND INTERNATIONAL 


AUSTRALASIAN MEDICAL Conoress, Sydney, N.S.W., Australia, Aug. 20-27, 
For information write: Federal Council of the B.M.A. in Australia, 135 
Macquaire St., Syndey, N.S.W., Australia 

CANADIAN SOCIETY FOR THE STUDY OF FerTiLiry, Royal York Hotel, 
Toronto, Ont., Canada, Oct. 6-8. Dr. Ear! R. Plunkett, 469 Waterloo St., 
London, Ont., Canada, Secretary. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Helsinki, Fin- 
land, July 26-Aug. 7, 1956. For information address: Dr. H. Luther, 
Snelimansgatan 16 C 36, Helsinki, Finland. 

CONGRESS OF INTERNATIONAL SOCIETY FOR RESEARCH ON ANESTHESIA, Miami 
Beach, Fla., U.S.A., Mar. 12-15, 1956. For information write: Dr. R. J. 
Whitacre, 13951 Terrace Road, Cleveland 12, Ohio, U. S. A. 

CONGRESS OF INTERNATIONAL UNION OF RAILWAY MEDICAL SERVICES, 
Dubrovnik, Yugoslavia, Sept. 19-24. Dr. Jovanovic, Head Office, Yugo- 
slav Railway, Belgrade, Yugoslavia, President. 

CONGRESS OF INTERNATIONAL UNION AGAINST VENEREAL DISEASES, Naples, 
Italy, Sept. 25-28. For information address: Prof. Monacelli, University 
of Naples, Dept. of Dermatology, Naples, Italy. 

INTERNATIONAL ACADEMY OF LEGAL AND SoctaL MEDICINE, Plenary Con- 
ference, Genoa, Italy, Oct. 13-17. Prof. Domenico Macaggi, Institut de 
Medicine legale, Universite de Genes, Genes, Italy, President. 

INTERNATIONAL CONFERENCE OF MEDICAL LIBRARIANS AND REFERENCE 
LiBRARIANS, University Hall, Brussels, Belgium, Sept. 10. For informa- 
tion address: Miss Ch. de Looze, Librarian ©: Oeuvre Nationale Belge 
de Defense contra la Tuberculose, 56, rue de la Concorde, Brussels, 
Belgium. 

INTERNATIONAL CONFERENCE ON RADIOBIOLOGY, Cambridge, England, Aug. 
14-17. For information write: Dr. Barbara E. Holmes, Dept. of Radio- 
therapeutics, Univ. of Cambridge, Downing St., Cambridge, England. 

INITLKNAIIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A., 
Nov. 6-13. Dr. Bernard N. Halpern, 197 boulevard St. Germain, Paris 
7*, France, Secretary General. 

INTERNATIONAL CONGRESS OF ANGIOLOGY AND HISTOPATHOLOGY, Fribourg, 
Switzerland, Sept. 2-5. For information write: Dr. Gerson, 4 rue Pasquier, 
Paris 8*, France. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 11-18. 
For information write: Dr. Carroll, 28 Weymouth St., London, W.1, 
England. 

INTERNATIONAL CONGRESS OF EUROPEAN SOCIETY OF HAEMATOLOGY, Freiburg 
i,Br., Germary, Sept. 20-24. Prof. Dr. L. Heilmeyer, Hugstetter Strasse 
55, Freiburg i,Br., Germany, Chairman. 
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INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Buenos 
Aires, Argentina, S. A., Nov. 19-24, 1956. Dr. Max Thorek, 1516 Lake 
Shore Drive, Chicago, Illinois, U. S. A., Secretary-General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL SOCIETY OF BRONCHOESOPHA- 
GOLOGY, Buenos Aires, Argentina, S. A., Oct. 28-29. Dr. Juan Carlos 
Arauz, Cangallo 4015, Buenos Aires, Argentina, S. A., Secretary General. 

INTERNATIONAL CONGRESS OF LIBRARIANSHIP AND DOCUMENTATION, Brussels, 
Belgium, Sept. 11-18. For information write: Dr. A. C. Breycha-Vauthier, 
Librarian, United Nations, Geneva, Switzerland. 

INTERNATIONAL CONGRESS OF MEDICAL PROFESSIONAL JURISDICTION, MEDI- 
CAL ETHICS, AND COMPARATIVE MEDICAL Law, Paris, France, Sept. 30- 
Oct. 3. Dr. J. R. DeBray, Conseil National de L’Ordre des Medeécins, 
60, Boulevard Latour-Maubourg, Paris 7e, France, Secretary General. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Istanbul, 
Turkey, Aug. 28-Sept. 1. Dr. J. Voncken, International Committee of 
Military Medicine and Pharmacy, 79 rue Saint Laurent, Liege, Belgium, 
Secretary-General. 

INTERNATIONAL CONGRESS OF NEO-Hippocratic MEDICINE, Montecatini, 
Terme, Italy, May 20-22, 1956. Prof. P. Delore, 13 rue Jarente, Lyon, 
France, Secretary-General. 

INIERNATIONAL CONGRESS OF NEUROPATHOLOGY, London, England, Sept. 
12-17. Dr. W. H. McMenemey Maida Vaie Hospital for Nervous Dis- 
eases, London, W.9, England, Secretary. 

INTERNATIONAL CONGRESS OF PAEDIATRICS, Copenhagen, Denmark, July 22- 
27, 1956. Professor P. Plum, Rigshospitalet. Copenhagen, Denmark, 
President. 

INTERNATIONAL CONGRESS OF PHYSICAL MEDICINE, Copenhagen, Denmark, 
August 20-24, 1956. Dr. B. Strandberg, Kobenhavns amts sygehus i 
Geniofte, Dept. of Rheumatology and Physical Medicine, Hellerup, 
Denmark, Honorable Secretary. 

INJERNATIONAL CONGRESS OF RADIOLOGY, Mexico, D. F., Mexico, July 22- 
28, 1956. Dr. Jose Noriega, Tepic 126 (2e piso), Mexico, D. F. 7, 
Mexico, Secretary General. 

INTERNATIONAL CONGRESS ON Urinary LitTHiasis, Evian, France, Sept. 2-4. 
Mr. Rossollin-Grandville, Direction Cachet, Evian (Hte-Savoie), France, 
Secretary General. 

INTERNATIONAL CONGRESS OF WORLD CONFEDERATION FOR’ PHYSICAL 
THERAPY, New York, New York, U. S. A., June 17-23, 1956. For infor- 
mation address: Miss Mildred Elson, American Physical Therapy Asso- 
ciation, 1790 Broadway, New York 19, New York, U. S. A. 

INTERNATIONAL GENERAL MEDICAL CONGRESS, Uabeorelty of Rosario Med- 
ical College, Rosario, Argentina, S. A., Nov. 7-12. Dean Jose Imhoff, 
Santa Fé 3100, Rosario, Argentina, S. A., Chairman. 

INTERNATIONAL MEDICAL CONGRESS, Verona, Italy, Sept. 1-4. For informa- 
tion write: c/o Offices of the International Verona Fair, Piazza Bra., 
Verona, Italy. 

INTERNATIONAL OFFICE OF DOCUMENTATION OF MILITARY MEDICINE, Istan- 
bul, Turkey, Aug. 28-Sept. 1. Dr. J. Voncken, 79 rue Saint Lauren, 
Liege, Belgium, Secretary-General. 

INIERNATIONAL PHYSIOLOGICAL CONGRESS, Brussels, Belgium, July 29- 
Aug. 5, 1956. For information address: Prof. J. Reuse, Faculte de 
Medicine et de Pharmacie, 115 Boulevard de Waterloo, Brussels, 
Belgium. 

INILRNATIONAL SOCIETY FOR THE STUDY OF BIOLOGICAL RHYTHMS, Stock- 
holm, Sweden, Sept. 15-17. For information write: Prof. Ture Petren, 
Karolinska Institutet, Stockholm 60, Sweden. 

INTERNATIONAL VITAMIN E ConGress, Cini Foundation, Island of San 
Giorgio Maggiore, Venice, Italy, Sept. 5-8. Prof. Emilio Raverdino, 
via Pietro Verri 4, Milano, Italy, Secretary. 

NEUR® RADIOLOGIC SYMPOSIUM, London, Engiand, Sept. 13-17. Dr. R. D. 
Hoare, National Hospital, Queen Square, London, W.C.1, Engiand, 
Secretary. 

PAN AMERICAN CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Men- 
doza City, Argentina, S. A., Oct. 22-26. For information address: 
Secretary, Caseros Av. 2154, Buenos Aires, Argentina, S. A. 

PAN AMERICAN CONGRESS OF OPHTHALMOLOGY, Santiago, Chile, S. A., Jan, 
9-14, 1956. Dr. Rene Contardo, Huerfanos 930, Of. 74, Santiago, Chile, 
Secretary General. 

PAN AMERICAN CONGRESS ON RHEUMATIC DISEASES, Rio de Janeiro and 
Sao Paulo, Brazil, S. A., Aug. 14-20, For information write: Dr. 
Waldemar Bianchi, 126 Avenida Franklin D. Roosevelt, Rio de Janeiro, 
Brazil, S. 

PaN AMERICAN MEDICAL SOCIAL CONVENTION, Bogota, Colombia, S. A., 
Oct. 15-22. Dr. Leopoldo E. Araujo, Avenida de los Presidentes Num. 
506, Apartado 2589, La Habana, Cuba, Secretary. 

PAN AMERICAN MEDICAL WOMEN’S ALLIANCE, Santiago, Chile, March 6-13, 
1956. For information address: Dr. Eva Cutright, 458 Beall Ave., 
Wooster, Ohio, 

VENEZUELAN OF Scrences, Caracas, Venezuela, S. A., 
Nov. 18-26. Dr. A. L. Briceno Rossi, Apartado 4412, Ofic. del Este, 
Caracas, Venezuela, S. A., Secretary General. 

WoRLD CONGRESS OF ANESTHESIOLOGISTS, Scheveningen, Netherlands, Sept. 
5-10, For information write: Mr. W. A. Fentener van Vlissingen, Noord- 
Houdringelaan, 24, Bilthoven, Netherlands. 

WoRLD CONGRESS ON FERTILITY AND STERILITY, Naples, Italy, May 18-26, 
1956. For information address: Prof. G. Tesauro, S. Andrea della Dame, 
19, Naples, Italy. 

WORLD FEDERATION FOR MENTAL HEALTH, Istanbul, Turkey, Aug. 21. For 
information write: Miss E, M. Thornton, 19 Manchester St., London, 

1, England. 

WORLD MEDICAL ASSOCIATION, Vienna, Austria, Sept. 20-26. Dr. Louis H. 
Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., Secretary 
General. 


Vil 
195 


Vol. 158, No. 15 


EXAMINATIONS 
AND LICENSURE 


BOARDS OF MEDICAL EXAMINERS 


CALIFORNIA: Written. Los Angeles, Aug. 22-25; and Sacramento, Oct. 17-20. 
Oral and Clinical Examinations for Foreign Medical School Graduates. 
Los Angeles, Aug. 21; and San Francisco, Nov. 13. Oral Examination for 
Reciprocity Applications. Los Angeles, Aug. 20; and San Francisco, 
Nov. 12. Sec., Dr. Louis E. Jones, Room 536, 1020 N St., Sacramento, 


MONTANA: Examination and Reciprocity. Helena, Oct. 4-5. Sec., Dr. 
Sidney A. Cooney, 7 West 6th Ave., Helena. 


New Hampsuire: Examination and Reciprocity. Concord, Sept. 14. Sec., 
Dr. John S. Wheeler, 107 State House, Concord. 


New Mexico:* Examination and Reciprocity. Santa Fe, Nov. 21-22. Sec., 
Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 


Ou10: Endorsement. Columbus, Aug. 29-30 and Oct. 3-4. Sec., Dr. H. M. 
Platter, Wyandotte Bldg., Columbus 15. 


ALASKA:* On application. Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 


GuaM. The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Sec., Dr. John E. Kennedy, Agana. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


CoLtorapo: Examination. Denver, Sept. 14-15. Sec., Dr. Esther B. Starks, 
1459 Ogden St., Denver 18. 


MICHIGAN: Examination and Endorsement. Detroit and Ann Arbor, Oct. 
14-15. Sec., Mrs. Anne Baker, 410 W. Michigan Ave., Lansing 15. 


OKLAHOMA: Examination. Oklahoma City, August 26-27. Sec., Dr. Clinton 
Gallaher, 813 Braniff Bidg., Oklahoma City. 


OreGon: Examination. Portland, Sept. 10 and Dec. 3. Sec., Mr. Charles D. 
Byrne, State Board of Higher Education, Eugene. 


Texas: Examination. Various cities to be determined by number of appli- 
cants from the various areas, October. Sec., Brother Raphael Wilson, 
407 Perry-Brooks Bidg., Austin. 


WISCONSIN: Examination. Madison, Sept. 23; Milwaukee, Dec. 3. Sec., 
Mr. William H. Barger, 621 Ransom St., Ripon. 

ALASKA: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application, Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 


*Basic Science Certificate required. 


MAGAZINE-TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JOURNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 
Monday, August 15 


NBC-TV, 9 p. m. EDT. “Medic” continues its summer re- 
runs with a repeat of last season’s “Dr. Impossible.” 


MAGAZINES 
Ladies’ Home Journal, August, 1955 


“Fountain of Fellowship for Former Mental Patients,” by 
Margaret Hickey 
Fountain House in New York City is a “social center for 
former mental patients trudging a hard road back to re- 
covery. . . . Over 1000 former patients have belonged to 
the club in the past seven years and less than 4 per cent 
of them ever had to return to a mental ward.” 
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Sports Illustrated, August 1, 1955 


“Austria’s Fountain of Youth,” by Paul Deutschman 

“The European institution of the spa or watering-place 
where well-heeled people come a month or so each year 
to be sprayed, irrigated, vaporized and generally made over 
by natural waters, has no real counterpart in America 
today.” The author reports on Bad Gastein, 60 miles from 
Salzburg, where the specialty is “revitalization of abused or 
disused tissue. . . . There are five specific Gastein cures: 
the thermal! baths and drinking cure for overall revitaliza- 
tion; the vapor baths for localized treatments; the under- 
water therapy for aftereffects of paralysis; and the amazing 
thermal gallery for intense treatments.” 


Town Journal, August, 1955 


“How Some Towns Get Doctors,” by Clyde Hostetter 
A report on the success of the “Kansas Plan” for getting 
doctors to practice in rural communities. In conclusion, the 
article says: “If you think [similar action] is needed in your 
town and state, write for information to: Council on 
Medical Service, American Medical Association . . . or get 
in touch with your state medical association.” 


Good Housekeeping, September, 1955 


“The Family Medicine Chest,” by Maxine Davis 


Good Housekeeping’s medical reporter outlines eight sug- 
gestions for keeping a proper medicine chest. Points included 
range trom a list of “must” supplies to warnings against 
keeping medicines too long and against giving drugs to 
others who seem to have the same condition for which the 
medication was prescribed. 


Pageant, September, 1955 


“Are You Capable of Suicide?” by Irwin Ross 
“You can help to prevent suicide by being aware of its 
causes and of the tell-tale signs which usually indicate the 
suicide-prone. If you think someone you know is 
greatly depressed, is brooding excessively, is unnaturally 
concerned with morbid thoughts and death, if you think he 
is possibly suicidal, get professional help for him quickly.” 


“TB: The Return of a Killer,” by Henry Lee 

“The false belief that TB is ‘nothing to worry about any- 
more’ threatens the health of all of us.” The author quotes 
Dr. Richard R. Trail, rehabilitation chairman of the Inter- 
national Union Against Tuberculosis, as saying: “When 
death occurs, a tuberculosis case ceases to be a danger to 
the public health. But the public does not yet realize that 
every decline in the death rate means a certain added in- 
crease to the infectious rate.” 


Parade, July 31, 1955 


“The Patients Who Drive Us Crazy,” by Dr. Keith Hammond 
An Indiana physician “sticks his neck out (in a friendly 
way) to list 10 irritating ‘office types.’”” Dr. Hammond says 
he made up the catagories “not in malice, or to point the 
finger at specific individuals, but in the belief that en- 
lightenment breeds good will.” 


The American Legion Magazine, August, 1955 


“Is Dieting Being Overdone?” by Tom Mahoney 

Dieting “has been aptly termed ‘the great American ob- 
session.” The author points out that if one is truly obese 
or definitely underweight, he should seek help but warns 
against dieting if it is unnecessary. In one section he quotes 
Dr. James R. Wilson, former Secretary of the American 
Medical Association’s Council on Foods and Nutrition, as 
saying: “Special diets must be tailored to fit the specific 
needs of individual people. Therefore, diagnosis is essential 
before a proper diet can be formulated. This can be done 
only by a physician.” 
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DEATHS 


Schiller, Alfred Albert, Chicago; born in Chicago Jan. 17, 1916; 
University of Illinois College of Medicine, Chicago, 1942; served 
an internship in the navy and later engaged in aviation medi- 
cine research at the Naval Medical Research Institute at 
Bethesda, Md.; member of the American Physiological Society, 
the Society of Experimental Biology and Medicine, the Hista- 
mine Club, and the American Association of University Pro- 
fessors; fellow of the Institute of Medicine of Chicago and of 
the American Association for the Advancement of Science; 
member of Alpha Omega Alpha and secretary of the Chicago 
Professional Colleges chapter of Sigma Xi; assistant professor 
of physiology at his alma mater in 1947 and was named asso- 
ciate professor in 1951; author of many scientific articles; died 
in Palo Alto, Calif., April 21, aged 39, of pulmonary embolism. 


Klepper, Julius Idel ® New York City; born in Romania April 
11, 1881; Long Island College Hospital, Brooklyn, 1909; also 
a pharmaceutical chemist; professor of otolaryngology at the 
New York Polyclinic Medical School and Hospital; specialist 
certified by the American Board of Otolaryngology; fellow of 
the American College of Surgeons and the New York Academy 
of Medicine; served on the staff of the Manhattan Eye, Ear and 
Throat Hospital; associate attending otolaryngologist at New 
York Polyclinic Medical School and Hospital; a draft board 
examiner during World Wars I and II; in 1929 the Romanian 
government bestowed on him the Order of Commander of the 
Crown for his services to Romania; work on behalf of France 
in this country won him the award of the Palmes Academiques; 
died June 15, aged 74, of coronary disease. 


Neumarker, William Richard Carl # Columbus, Neb.; born in 
Luxemburg, Germany, May 18, 1878; Central Medical College 
of St. Joseph, Mo., 1900; later studied abroad; past vice-president 
of the Nebraska State Medical Society and the Platte County 
Medical Society; at one time county physician; served overseas 
during World War I; one of the two Nebraska delegates at the 
organization of the American Legion in Paris in 1918; at one 
time practiced in Edgemont, S. D., where he was a member of 
the city council and mayor; active in various medical groups 
in the state, serving on the board of the Crippled Children’s 
Clinic and the board of the Child Saving Institute; surgeon of 
the Union Pacific Railroad for many years: on the staff of St. 
Mary Hospital, where he died May 8, aged 76, of ruptured aortic 
aneurysm. 


Seibels, Robert Emmet *® Columbia, S. C.; born in Columbia 
in 1890; Columbia University College of Physicians and Sur- 
geons, New York City, 1914; specialist certified by the American 
Board of Obstetrics and Gynecology; charter member and past- 
president of the South Atlantic Association of Obstetricians and 
Gynecologists; member of the Southeastern Surgical Congress; 
fellow of the American College of Surgeons; served during 
World War I; director of the Bob Seibels Jr. Memorial Labora- 
tory; consultant at Columbia Hospital, the South Carolina State 
Hospital, and Camden (S. C.) Hospital; died in May, aged 64. 
Stewart, Howard Coke ® Albany, N. Y.; University of Nebraska 
College of Medicine, Omaha, 1920; specialist certified by the 
American Board of Public Health; member of the American 
Trudeau Society; at one time on the faculty of Vanderbilt 
University School of Medicine in Nashville, Tenn., and the Johns 
Hopkins University School of Hygiene and Public Health in 
Baltimore; member of the tuberculosis division of the state 
board of health; formerly state epidemiologist for the Tennessee 
State Health Department; died in Memorial Hospital May 27, 
aged 57, of cerebral hemorrhage and hypertension. 


Allen, Horatio Cushing ® New Bedford, Mass.; Harvard Medical 
School, Boston, 1901; fellow of the American College of Sur- 
geons; on the staff of St. Luke’s Hospital, where he was president 
of the surgical staff from 1923 to 1931, and where he died June 
29, aged 80, of acute peritonitis. 


@ Indicates Member of the American Medical Association. 


Allen, William Lawson, Rising Star, Texas; Fort Worth School 
of Medicine, Medical Department of Texas Christian University, 
1915; died June 9, aged 70, of a heart attack. 


Beattie, Barbara ® Littleton, N. H.; Cornell University Medical 
College, New York City, 1924; specialist certified by the Ameri- 
can Board of Pediatrics; member of the American Academy of 
Pediatrics and the New England Pediatric Society; member of 
the state board of health; on the staff of the Littleton Hospital; 
died May 23, aged 57. 


Birmingham, Eugene Emmett # Chicago; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1907; specialist certified by the American Board of 
Otolaryngology; for many years on the staff of the Illinois Eye 
and Ear Infirmary; attending surgeon on the staff of Grant 
Hospital, where he died July 3, aged 75, of cancer. 


Bitzer, Emory West ® Hernando, Fla.; University of Virginia 
Department of Medicine, Charlottesville, 1903; fellow of the 
American College of Physicians; member of the Association for 
the Study of Internal Secretions; past-president of the Hills- 
borough County Medical Society; died in Tampa June 7, aged 
72, of cerebral hemorrhage. 


Carter, James Daniel, Silver Spring, Md.; Cornell University 
Medical College, New York City, 1940; specialist certified by 
the American Board of Psychiatry and Neurology; member of 
the American Psychiatric Association; certified by the National 
Board of Medical Examiners; served during World War II and 
was awarded the Navy Cross, Purple Heart, and the Presidential 
Unit citation; died in Baltimore April 23, aged 38, of subacute 
glomerulonephritis. 


Carter, Norwood William, Holden, La.; Memphis (Tenn.) 
Hospital Medicai College, 1910; died in Baton Rouge May 29, 
aged 73, of congestive heart failure. 


Deardorff, Frank Benson * Berwyn, Ill.; University of Illinois 
College of Medicine, Chicago, 1935; founding fellow of the 
American Academy of Obstetrics and Gynecology; past-president 
of the medical staff and chief of obstetrics of MacNeal Memorial 
Hospital, where he died July 12, aged 49, of Banti’s disease. 


Dixon, Rufus Herbert ® Rockville Centre, N. Y.; Jefferson 
Medical College of Philade!phia, 1918; on the staff of the South 
Nassau Communities Hospital; died in Municipal Hospital, 
Tampa, Fla., June 30, aged 72, of coronary heart disease. 


Donovan, William Francis, Bay Head, N. J.; College of Physi- 
cians and Surgeons, Medical Department of Columbia College, 
New York City, 1890; served on the staff of the Monmouth 
Memorial Hospital in Long Beach; died June 15, aged 85. 


Dow, Joseph Abner *® West Topsham, Vt.: University of Ver- 
mont College of Medicine, Burlington, 1899; for many years 
health officer; on the staff of the Barre City (Vt.) Hospital; died 
in the Mary Hitchcock Hospital in Hanover, N. H., June 10, 
aged 81. 


Duiker, Henry, Traverse City, Mich.; Rush Medical College, 
Chicago, 1920; member of the Michigan State Medical Society; 
fellow of the American College of Chest Physicians; on the staff 
of the Traverse City State Hospital; died June 24, aged 61, of 
myocardial infarction. 


Holtzendorff, Charles F. ® St. Petersburg, Fla.; Medical College 
of Indiana, Indianapolis, 1895; at one time practiced in Plym- 
outh, Ind., where he was mayor; died April 27, aged 85, of 
ruptured abdominal aortic aneurysm. 


Huckabay, Durward Allison ® Seattle; Tulane University of 
Louisiana School of Medicine, New Orleans, 1925; member of 
the American Academy of General Practice; served during 
World War I; on the staffs of the Maynard Hospital and Colum- 
bus Hospital, where he died June 15, aged 53, of coronary 
thrombosis. 
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Jones, Joseph Francis, Clinton, Ala.; Atlanta (Ga.) College of 
Physicians and Surgeons, 1902; died March 5, aged 80, of a 
cerebral accident. 


Jones, Robert Young * Hutchinson, Kan.; Rush Medical 
College, Chicago, 1907; fellow of the American College of 
Surgeons; on the staffs of the St. Elizabeth Mercy Hospital and 
Grace Hospital, where he died July 3, aged 73, of cerebral 
thrombosis. 


Kahan, Harry Leo # Gary, Ind.; Indiana University School of 
Medicine, Indianapolis, 1919; served during World War II; on 
the staff of the Methodist Hospital until his retirement; died in 
Tucson, Ariz., July 1, aged 60, of coronary disease. 


Katherman, Charles Augustus ® Sioux City, lowa: Rush Medical 
College, Chicago, 1906; served in France during World War I; 
died June i0, aged 77, of cerebral thrombosis. 


Kelly, John Edward ® Syracuse, N. Y.; Syracuse University 
College of Medicine, 1927; member of the Industrial Medical 
Association: on the staff of the Syracuse General Hospital, where 
he died July 3, aged 55, of myocardial infarction. 

Kirkendall, Henry Laing * Worcester, Mass.: Long Island 
College of Medicine, Brooklyn, 1931; specialist certified by the 
American Board of Obstetrics and Gynecology; member of the 
New England Obstetrical and Gynecological Society; served 
during World War II; on the staffs of the Milford (Mass.) 
Hospital, Webster (Mass.) District Hospital, Fairlawn, Memorial, 
and St. Vincent hospitals; died May 8, aged 49, of coronary 
artery disease. 


Knoff, Frederick Henry * Syracuse, N. Y.; Syracuse University 
College of Medicine, 1905; an associate member of the Ameri- 
can Medical Association: for many years on the faculty of his 
alma mater, and on the staff of the University Hospital; died in 
Cazenovia May 26, aged 77, of arteriosclerosis. 


Kreutzer, Frederick Laurence, Vallejo, Calif.; University of 
California Medical School, San Francisco, 1944; specialist cer- 
tified by the American Board of Surgery; served in the Medical 
Corps of the U. S. Naval Reserve: on the staff of the Kaiser 
Foundation Hospital: died June 19, aged 35, of injuries received 
in an automobile accident. 


Leonard, Eileen Mary ® San Francisco; Stanford University 
School of Medicine, San Francisco, 1922; member of the 
American Academy of General Practice; died May 29, aged 58, 
of cancer. 


Lukens, Robert William ® Wheeling, W. Va.: University of 
Pennsylvania School of Medicine, Philadelphia, 1925; fellow 
of the American College of Surgeons; interned at the Lankenau 
Hospital in Philadelphia; in 1950 president of the Ohio County 
Medical Society; served during World War II; on the staffs of 
the Wheeling Hospital and the Ohio Valley Hospital, where he 
died July 1, aged 54, of coronary thrombosis with infarction. 


MeMillin, Virgil Homer, Portland, Texas; Illinois Medical 
College, Chicago, 1907; died June 23, aged 84, of coronary 
thrombosis. 


Marchand, Austin Flint ® Haubstadt, Ind.; Indiana University 
School of Medicine, Indianapolis, 1924; president of the Gibson 
County Medical Society; served during World War I; died in 
the Welborn Memorial Baptist Hospital, Evansville, May 11, 
aged 59, of chronic hepatitis. 


Neal, Charles Bodine ® Millville, N. J.; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1890; also a gradu- 
ate in pharmacy; an associate member of the American Medical 
Association; died June 11, aged 88, of lymphosarcoma. 


Presnell, J. Will, Scranton, Lowa; State University of Iowa 
College of Medicine, lowa City, 1892; died May 11, aged 84. 


Randel, Brown Wendel © E! Paso, Texas; Chicago College of 
Medicine and Surgery, 1914; served during World War II; on 
the staffs of Hotel Dieu, Sisters’ Hospital, and Southwestern 
General Hospital; died in Ruidosa, N. M., March 22, aged 62, 
of coronary thrombosis. 
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Read, Fred Karl ® Akron, Ohio: Western Reserve University 
School of Medicine, Cleveland, 1916; member of the American 
Academy of General Practice; served during World War 1; 
received a citation from President Roosevelt and a medal from 
Congress for his work as an examiner for Selective Service 
Boards during World War Il; on the staffs of the Peoples and 
Children’s hospitals; died in Mount Sinai Hospital in Cleveland 
June 22, aged 65, of an accidental fali from a roof. 


Reiley, William Edgar * Clearfield, Pa.; Southern Homeopathic 
Medical College, Baltimore, 1907; specialist certified by the 
American Board of Radiology; member of the American Roent- 
gen Ray Society, Radiological Society of North America, and 
the American College of Radiology; on the staff of the Clear- 
field Hospital, where he died June 5S, aged 72, of chronic con- 
gestive heart disease. 


Rokala, Henry Emil *# Virginia, Minn.; University of Minnesota 
Medical School, Minneapolis, 1937; interned at St. Luke's 
Hospital in Duluth: on the staff of the Virginia Municipal 
Hospital, where he died June 17, aged 52, of Hodgkin's disease. 


Russell, W. A., Oak Ridge, La.; Medical Department of Tulane 
University of Louisiana, New Orleans, 1891; died in Vicksburg, 
Miss., May 23, aged 88. 


Scheetz, George Conrad ® West Jefferson, Ohio; Starling-Ohio 
Medical College, Columbus, 1913; member of the American 
Academy of General Practice; died June 16, aged 78, of myo- 
cardial degeneration and arteriosclerosis. 


Seelye, Ralph Holland ® Hingham, Mass.; Harvard Medical 
School, Boston, 1890; fellow of the American College of Sur- 
geons; member of the New England Surgical Society; formerly 
practiced in Springfield, where he was a trustee of the City 
Library Association, on the staff of the Springfield Hospital, 
and during World War II an examining physician at the Army 
Induction Center; died May 18, aged 90. 


Small, Fitz Elmer ® Biddeford, Maine: Medical School of 
Maine, Portland, 1899; died in the Deaconess Hospital, Boston, 
April 18, aged 78, of coronary disease. 


South, F. Floyd ® Portland, Ore.; University of Oregon Medical 
School, Portland, 1924; clinical instructor in general surgery at 
his alma mater; served during World Wars I and II; formerly 
member of the state board of health; county coroner; died 
June 4, aged 63, of coronary occlusion. 


Theobald, John Joseph © Oak Park, Ill.; Rush Medical College, 
Chicago, 1920; specialist certified by the American Board of 
Otolaryngology; assistant professor of laryngology at the Univer- 
sity of Illinois College of Medicine in Chicago; member of the 
American Academy of Ophthalmology and Oto-Laryngology; 
associated with the West Suburban Hospital, where he died 
July 5, aged 66, of pancreatitis. 

Thornburg, William Vestal ® Guthrie Center, lowa; State 
University of lowa College of Medicine, Iowa City, 1905; 
member of the American Academy of General Practice; died 
June 18, aged 75, of cerebral hemorrhage. 


Tidd, Arthur C. Harmon, Youngstown, Ohio; Western Reserve 
University Medical Department, Cleveland, 1909; on the staff 
of St. Elizabeth Hospital, where he died June 24, aged 74, of 
intestinal obstruction and bleeding gastric ulcer. 


Webster, John B. ® New Bedford, Mass.; College of Physicians 
and Surgeons, Baltimore, 1914; fellow of the American College 
of Surgeons; served during World War I; received the Silver 
Star, and the Verdun medal was given to him by the French 
government; associated with Acushnet Hospital and St. Luke’s 
Hospital, where he died July 1, aged 68, of coronary occlusion. 


Wise, Samuel Howard ® Portland, Ore.; Temple University 
School of Medicine, Philadelphia, 1920; died June 17, aged 62, 
of carcinoma of the lung. 


CORRECTION 


Armentrout, Charles Henry.—In the obituary of the late Dr. 
Charles Henry Armentrout (THE JoURNAL, July 23, page 1042), 
it was stated that Dr. Armentrout was a specialist certified by 
the American Board of Surgery, whereas he was certified by the 
American Board of Internal Medicine. 
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Health Service in Australia. —The provision of a comprehensive 
national health service in Australia is made difficult by the 
division of the responsibility for health service between the 
states and the commonwealth (Australasian Journal of Phar- 
macy, April 30, 1955). Health is essentially a constitutional pre- 
rogative of the states, therefore all the basic facilities for health 
such as provision of hospitals, local health control, and sanitary 
control are state functions. The commonwealth government 
has, however, devised a comprehensive national health program 
that is working very successfully. The scheme aims to build up 
the morale and independence of the Australian people and ensure 
a vigorous and healthy population. 

Governmental assistance in a planned program demands that 
any permanent scheme must contain certain elements to ensure 
an effective and economical service for the nation as a whole. 
Briefly these elements are: 1. The actual costs must be within 
the financial capacity of the individual and of the nation. 2. 
The government must have some control over these costs. 3. 
The plan must have the inherent means for automatic checks 
and control of costs. 4. Existing facilities, agencies, and proved 
methods should be used to the greatest practicable extent. 5. 
The plan must be on a permanent basis and must be organized 
to permit future development and extension of its machinery 
to handle any new problems that may arise. 6. The willing 
cooperation of physicians, pharmacists, hospital managements, 
and voluntary organizations should be secured by leaving to 
them as much of the administration and control of the scheme 
as possible to improve efficiency and minimize operating costs. 
7. The individual must be encouraged to retain his sense of per- 
sonal and social responsibility. 8. The effect of the scheme must 
be to raise the standard of medical care and treatment available 
to the community in general and to enable the individual to 
exercise freedom of choice when selecting the physician, pharma- 
cist, or hospital that is to provide this care and treatment. This 
scheme aims first at preventing sickness; curtailing the length 
of sickness if it is not preventable; encouraging research into 
the causes of the sickness; eradicating sources of infection; and 
subsidizing hospital and medical insurance to assist individuals 
so that they may be able to pay their medical and hospital bills. 
This encourages earlier diagnosis and treatment. All of these 
assist hospital finances by lessening the number of patients going 
into hospitals and shortening the period of stay of those needing 
hospitalization. 

Federal Activities—Federal activities include: 1. The Na- 
tional Health and Medical Research Council, which deals with 
research. Grants for this purpose have been increased from 
$140,000 to $420,000 in the last four years. 2. A maternity 
bonus at the following rates: first child, $42; second and third 
child, $44.80; fourth and subsequent children $49. If insured 
at the lowest rates, the mother will also receive $35.28 toward 
hospital and $21 toward medical care. Child endowment is 
paid at the rate of 70 cents for the first child and $1.40 for the 
second and subsequent children to help maintain their nutrition. 
3. The constitutions of children are built up by the provision 
of free milk to school children under 13 years of age through- 
out Australia, so that their resistance to disease is strengthened. 
4. Very sick people are assured of being able to secure the anti- 
biotics and costly drugs that have been discovered recently, by 
making them free on the prescription of a physician, as are 
practically all immunizing agents. 5. To ensure the health of the 
aged, the infirm, and the poor, a free Pensioner Medical Service 
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has been developed to supply free medicines and medical treat- 
ment. 6. Tuberculosis has been attacked on a nation-wide scale 
by encouraging people who suspect themselves of being infected 
to report through the provision of the most generous tuberculo- 
sis allowances in the world, by free roentgenograms, and by 
the building of tuberculosis hospitals. Extraordinary results have 
been achieved, as shown by the fact that within the first four 
years the number of deaths attributable to tuberculosis was cut 
in half. Also the number of persons receiving allowances, a 
figure that rose sharply at the commencement of the scheme, 
is now decreasing as patients are responding to modern treat- 
ment and returning to useful occupations and full-time employ- 
ment in the community. In 1930 tuberculosis accounted for 
1,104 of each 10,000 deaths in Australia, but in 1953 the figure 
was 128. 7. The commonwealth subsidy to a system of volun- 
tary insurance enables the community to meet the unpredict- 
able costs of medical and hospital services. 

Federal Government Given No Compulsory Powers.—The 
constitutional amendment quoted makes it clear that no com- 
pulsory powers on health are given to the federal government. 
Everything must be done by voluntary cooperation. The com- 
monwealth government has succeeded in establishing a partner- 
ship of all agencies dealing with health. The principle of the 
government’s national scheme is to build up a partnership of 
mutual aid supported and stimulated by government aid. This 
partnership control permits legal powers to be delegated to pro- 
fessional and insurance organizations to enable them to police, 
discipline, and control abuse of the scheme. This system of con- 
trol has proved so effective that the growth of the common- 
wealth health scheme has been phenomenal. In 1948-1949 total 
expenditure by the commonwealth and its associated health 
activities toward relieving sick people of medical and hospital 
costs was $18,200,000. In 1954-1955, judging from the first six 
months, the expenditure on these aids to the cost of individual 
sickness in the community will be $114,044,000, or over six 
times as much. 
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The government must be assured of the quality of the drugs 
for which it is paying large sums of public money and that the 
drugs provided are capable of achieving the purpose for which 
they are prescribed. After consultation with the states and the 
health organizations concerned, therefore, the commonwealth 
passed the Therapeutic Substance Act to ensure that drugs that 
are imported, subject to interstate trade, or supplied to the com- 
monwealth or to persons under the National Health Act comply 
with specified requirements of packaging and labeling and main- 
tain appropriate standards of purity. 

Complimentary to this national program, the commonwealth 
is assisting, by way of money grants, a number of voluntary 
activities and organizations operating community health serv- 
ices, such as: (1) the Flying Doctor Service, which provides a 
wonderful service to those who live in isolated areas; (2) the 
Blood Transfusion Service, which is operated by the Australian 
Red Cross; (3) the Lady Gowrie Child Centers, which were 
established for the care of children of preschool age; and (4) 
the National Fitness Campaign, whereby funds are provided to 
the various states for the purpose of organization and to six 
universities to establish lectureships in physical education. 

Under an agreement with the University of Sydney, the com- 
monwealth has established a School of Public Health and Tropi- 
cal Medicine at the University. In 1948 an Industrial Medicine 
Unit and an Institute of Child Health were established at the 
school. Fifteen health laboratories are maintained at s.rategic 
points throughout the commonwealth. Among other activities 
are the Commonwealth Serum Laboratories and the Common- 
wealth X-Ray and Radium Laboratory. 
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Hemorrhage from the Tonsil.—At the meeting of the Society of 
Physicians of Vienna on April 22, Dr. J. Glaninger reported 
the case of a patient with a spontaneous oozing hemorrhage 
from the tonsil. Bleeding ceased after removal of the tonsil, 
which had been damaged by recurrent peritonsillar abscesses. 
The histological examination of the gland revealed numerous 
diapedetic hemorrhages. In all previously reported cases either 
superficial tonsillar vessels or, more often, vascular erosions 
were the cause of spontaneous hemorrhage in this region. 


Electromyographic Findings in Poliomyelitis —At the same 
meeting Dr. K. Pateisky said that the electromyogram reveals 
the functional organization and its disturbance in normal and 
in paralyzed muscles. The muscle that has been paralyzed by 
poliomyelitis shows a reduction in the number of action poten- 
tials, by destruction of the anterior horn cells; brief fibrillation 
potentials as a result of chronically denervated muscle fibers; 
and hypersynchronism and constant discharge frequency, be- 
cause of functional weakness of the anterior horn cells. If 
activation is maintained, there is a decrease in amplitude of 
the action potentials because of fatigue at the motor end plate. 
With the aid of anticholinesterases, it is possible to counteract 
temporarily the electromyographic and clinical signs of fatigue 
and thus promote the regression of the paresis. 


Connective Tissue.—At the same meeting Dr. A. Pischinger of 
Graz stated that the so-called soft connective tissues (the in- 
terstitial and reticular tissues) have important functions in the 
carbon dioxide, the ion, and the water exchanges and that they 
are concerned with the functions of enzymes and defense 
against infection. They contain two primary types of reticular 
cell, which, in response to certain stimuli, produce free differ- 
entiated forms: the macrophages or monocytes and the lympho- 
cytes, with their special forms. The reticular cells of the in- 
terstitial cell system are so closely connected with the capillaries 
and the terminal neuroreticulum that all three must be regarded 
as a functional unit (interstitial apparatus). By virtue of this 
organization the interstitial cell system is interwoven into the 
general regulatory system and is correlated with the nervous 
and humoral regulatory poles. The close connection with the 
sympathetic nerves and with the blood exist also in the reticulo- 
endothelial and the lymphatic systems. Here again, the inter- 
connections with the regulatory poles can be demonstrated, but 
on the basis of simple experiments the reticuloendothelial system 
and the lymphatic tissues cannot be classed with the interstitial 
cell system but represent, by virtue of their emission of leuko- 
cytes, a third pole of regulation, which could be designated as 
the “cellular” pole. The functions of the epithelial cells of the 
parenchyma are influenced by the mesenchyma, that is, by the 
interstitial apparatus and beyond that by the regulatory poles. 
This concept of the connective tissue shows that it is a crucial 
system, which cannot be circumvented in any form of therapy. 


Ectopic Teeth.—At the meeting of the Society of Physicians in 
Vienna on June 10, Dr. H. Baum reported on a woman, aged 40, 
who had suffered from increasing restriction of nasal breathing 
on the right side after an attack of influenza. Rhinolaryngological 
examination revealed what appeared to be a typical rhinolite 
in the right side of the nasal fossa and evidence of surgical repair 
of harelip and cleft palate. At operation two bicuspid teeth, the 
crowns of which projected into the nasal cavity and were covered 
with incrusted, brownish calcium salts, were removed. There 
had been a displacement of teeth into the nose with simultaneous 
rotation and the formation of rhinolites. 


Colchicine and Colzemid Therapy in Leukemia.—At the same 
meeting Dr. Keibl reported on Colzemid (N-methyl-desatetyl- 
colchicine), a derivative of colchicine. It proved highly effective 
in inducing a remission in patients with chronic granulocytic 
leukemia. The success of the treatment was shown by a reduction 
in the number of leukocytes, maturation of cells, diminution in 
the size of the enlarged spleen, and an improved general condi- 
tion. While colchicine produces storing of thrombocytes that 
can be put to use therapeutically without being specific in leu- 
kemia, Colzemid, which is fully effective in granulocytic leu- 
kemia, does not exert any influence on the thrombopoiesis. 
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Prevention of Suicide.—At the same meeting Hoff and Ringl 
stated that, although there are situations in which it is under- 
standable that man is compelled to commit suicide, the question 
arises of why larger numbers of persons have not committed 
suicide under extreme stress. The final decision apparently de- 
pends on the personality of the subject. Although perhaps in 
some cases the suicidal attempt differs from actual suicide, a 
tendency to self-destruction nevertheless is manifested in the 
attempt, although in an attenuated form, and this has to be 
taken seriously. In the speakers’ series of 882 patients who had 
been admitted because of a suicidal attempt, a psychic or mental 
disturbance was the cause of the attempt in all cases. That does 
not mean that suicide is always a symptom of mental disease. 
Psychotic and nonpsychotic primary diseases must be differ- 
entiated. Involutional psychotic reaction (melancholia) and the 
dementias, particularly arteriosclerotic dementia, play the most 
important part among the psychoses. The nonpsychotic primary 
diseases are hysteria, neurotic reactions, psychopathy, and feeble- 
mindedness. Patients with neurotic personalities who commit 
suicide are characterized by a typical development of personality 
that goes back to childhood, and immediately before the suicidal 
attempt this development of personality induces a “presuicidal 
syndrome” consisting of repression, inhibited aggression, and 
flight from reality. The decision to attempt suicide is influenced 
by an extreme tendency to punish onself, by reverted aggression, 
and by reports of other suicides. Furthermore, a suicidal attempt 
ofien represents an effective appeal to the environment. In recent 
years many patients with severe poisoning were referred directly 
to the psychiatric clinic while they were deeply unconscious. 
Thus the necessity arose to treat intoxications at the psychiatric 
clinic. The final task of the psychiatric clinic was the care, after 
discharge, for those whose lives had been saved. Many patients 
succeeded in adjusting their relationship with their fellow men 
after the suicidal attempt, and others built up new relationships. 
Nevertheless, sometime later, about 12% of such patients have 
a recurrence of their old behavior and again show suicidal ten- 
dencies. Thus, after-care is essential. It can be carried out most 
successfully in cooperation with the department of social welfare. 
The risk of repeated suicide depends also on the basic psychiatric 
diagnosis. It is not suggested that every person who has attempted 
suicide and whose life was saved should be admitted to the 
psychiatric clinic, but every person whose life was saved should 
be examined by a psychiatrist. Only in this way can the risk of 
recurrence, particularly in patients with invelutional psychotic 
reactions, be prevented. 


Toxemias of Pregnancy.—At the March 8 meeting of the 
Austrian Society for Gynecology and Obstetrics, Dr. H. Knaus 
reported the case of a 20-year-old woman whose first pregnancy 
had to be interrupted on account of severe hyperemesis. During 
the second pregnancy she again experienced it. Conservative 
therapy produced no improvement, but a blood transfusion pro- 
duced the desired effect. A recurrence of the hyperemesis, several 
days after the patient was discharged from the hospital, re- 
sponded again to a blood transfusion. 

Dr. R. Schroder of Leipzig said that the most important 
toxemia of pregnancy is characterized by retention of water, 
proteinuria, and hypertension. He diiferentiates three forms of 
hypertension: true gestosis, hypertension that antedates the 
pregnancy, and fixed hypertension, with superimposed gestosis. 
Eclampsia occurs in 0.23% of all births; it is more frequent 
in urban than in rural regions, and it is seven to eight times 
more frequent in multiple than in singte births. Toxicosis occurs 
in about 3% of pregnancies, and, in one-third of the patients, 
it is accompanied by convulsions. Blood replacement is more 
rapid during pregnancy. In the toxicoses erythrocyte volume 
is higher than normal, the albumin-globulin ratio is decreased, 
cystine is reduced, and methionine is increased. Furthermore, 
the blood sodium level decreases, but sodium becomes concen- 
trated in the tissues favoring the development of edema. About 
one-third of the patients with gestosis do not show organic 
changes (functional toxicosis), Organic changes are indicated 
by the appearance of granular casts, and the renal tubules are 
damaged as is also the liver. Convulsions are elicited by the 
sudden onset of vascular spasm. The capacity to bind carbon 
dioxide is reduced; lactic acid increases in patients with toxi- 
cosis from 15 to 60 mg. per 100 cc. The metabolism becomes 
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greatly taxed, but the details of this stress have not been com- 
pletely explained. The blood iodine content increases from 8 
to 24 mg. per 100 cc.; the thyrotropic hormone value reaches 
40% at the end of pregnancy. The weight of the adrenal glands 
increases from 13 gm. in nonpregnant women to 18 gm. in the 
latter period of pregnancy, and the excretion of 17-ketosteroids 
is reduced in patients with toxicosis. The estrogenic hormone 
content decreases as the severity of the toxicosis increases. The 
placenta shows no changes that are typical for toxicosis. 


Unilateral Hemorrhage of the Adrenals.—At the Feb. 16 meet- 
ing of the Austrian Urologic Society, Dr. Pecherstorfer pre- 
sented the history of a 58-year-old man who at the time of 
hospitalization experienced blood pressure crises, with a systolic 
pressure far in excess of 200 mm. Hg. A thorough examination 
revealed anxiety, attacks of profuse sweating, and signs of col- 
lapse. Air-filling and retrograde pyelography of the right kidney 
revealed a moderate displacement and suggested the possibility 
of a space-limiting process above the right kidney. An explora- 
tory operation revealed a moderately enlarged adrenal gland, 
with a bulbar enlargement in the center. The adrenal gland 
was removed, and a cavity the size of a cherry, which was filled 
with old blood coagula, was found. A diagnosis of pheochromo- 
cytoma was made. The macroscopic findings were corroborated 
by the histological examination. The patient was free from com- 
plaints after the operation, and several subsequent examinations 
disclosed nothing abnormal. The speaker emphasized the fact 
that in every patient with obscure hypertension, no matter 
whether the hypertension is intermittent or permanent, it is ad- 
visable to determine the catecholamine content of the urine. 
This is particularly important if hypertension develops in young 
persons, 


DENMARK 


Census of Mental Patients—In March, 1952, the Danish 
government appointed a committee of experts to investigate the 
conditions likely to influence the evolution of mental hospitals 
in the future. It was suggested that a scrutiny of the sort of 
patients being treated in a typical mental hospital would give 
a clue to the likely composition of mental hospitals in the future. 
A member of this committee, Prof. E. Stromgren, has reported 
in Ugeskrift for leger for Feb. 24, 1955, on the 837 patients in 
one mental hospital. Dementia paralytica accounted for only 
2.6% of these patients, senile and arteriosclerotic psychoses for 
7%, epilepsy for 1.3%, schizophrenia for 52%, manic depres- 
sive psychoses for 18%, psychogenic psychoses for 6%, neuroses 
for 2%, and alcoholism for 1.3%. StrO6mgren concludes that the 
proportion with dementia paralytica, psychogenic psychoses, 
and alcoholism will in the future decline even further. Even 
with the potentialities of modern psychiatric treatment in mind, 
however, the forces tending to increase the demand for hospital 
beds will greatly exceed the forces tending to diminish this 
demand. The same committee has also scrutinized the occupants 
of the medical wards of two general hospitals to ascertain the 
amount and nature of the psychiatric problems to be found in 
such hospitals. Of the 264 consecutive admissions in each of 
these general hospitals who were examined by a psychiatrist, 
5.3% were found to have psychoses, 25.4%, neuroses or psy- 
chopathy, and 2.5%, mental deficiency. About one-quarter of 
all these patients needed special psychiatric care. Another in- 
vestigation by the same committee was undertaken with 21 
medical practices and a total of about 17,000 doctor-patient 
contacts. Psychiatric problems were involved in 22% of those 
contacts, which probably occupied between 30 and 50% of the 
working hours of the practitioners. 


Congenital Heart Disease.—In the last 10 years a large portion 
of all patients with congenital heart disease in Denmark has 
passed through the cardiological laboratory of medical depart- 
ment B of the Rigshospital in Copenhagen. In a preliminary 
communication on the subject in Ugeskrift for leger for March 
3, 1955, Prof. Erik Warburg has reviewed his findings concern- 
ing 1,000 patients examined for congenital heart disease in this 
laboratory between the end of 1946 and Sept. 2, 1954. Nearly 
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100 of these patients had systolic murmurs of doubtful origin. 
They were sent to the laboratory for observation for congenital 
heart disease and often presented no other tangible evidence 
of it. In 875 patients catheterization of the heart was under- 
taken, an examination that could be dispensed with when such 
conditions as persistent ductus arteriosus and coarctation of 
aorta could easily be diagnosed by other means. Catheterization 
of the heart caused no death nor permanent disability, but 56 
patients responded to this test with a temperature over 100.4 F. 
As many as 379 patients were more than 15 years old when 
examined, and 38 were over 40. Persistent ductus arteriosus 
and septal defects of the auricle were much more common in 
women than in men, whereas coarctation of aorta was more 
common in men. Warburg compared his 1,000 clinical cases 
with Maud Abbott’s 1,000 postmortem cases. Warburg found 
transposition of the truncus arteriosus in only 2 patients, 
whereas Maud Abbott found 69 such cases; Warburg’s 94 
patients with systolic murmur of doubtful origin had no coun- 
terpart in the postmortem material; and Warburg's patients with 
persistent ductus arteriosus outnumbered Maud Abbott's in the 
ratio of 222 to 105. The figures for Eisenmenger’s syndrome 
showed greater conformity, with 43 such cases in Warburg’s 
material and 37 in Maud Abbott’s. 


Treatment of the Rheumatic Diseases.—Several recent articles 
in the Danish medical press have emphasized the tantalizing 
character of phenylbutazone, which is at the same time remark- 
ably effective and very dangerous. The latest article on this 
subject by Tophoj and his co-workers (Ugeskrift for lager, 
March 31, 1955) reports their experiences with 78 patients given 
phenylbutazone according to the following dosage: on the first 
day 800 mg. and on the following days 200 mg. daily (in a few 
patients 200 mg. on alternate days). With a daily maintenance 
dose of 200 mg., a constant blood concentration of 5 mg. per 
100 ml. was established. The drug was discontinued when it 
effected no improvement in the course of a week. Of the 26 
patients with arthritis deformans (including 12 of pure hip 
arthrosis), 7 showed no response after a week. The remaining 
19 responded well while in hospital, and among them were 
several who continued treatment after discharge. The best re- 
sults were obtained in seven patients with gout. On the other 
hand, only 6 of 29 patients with rheumatoid arthritis were 
benefited by this treatment. Of the 12 patients suffering from 
side-effects, 7 had to discontinue the treatment on this account. 
The drug should therefore be reserved for certain patients with 
severe disease proving refractory to other methods. The patient 
must be informed of the risks in order to gain his cooperation 
in making blood tests. The authors hope that the small doses 
given in this series have appreciably reduced the risk of side- 
reactions without a corresponding reduction of the therapeutic 
effect of the drug. 


ENGLAND 


Congress of Ophthalmologic Society —At the annual meeting 
of the British Ophthalmological Society in April, Mr. G. Morgan 
stressed the permanent visual disability caused by thrombosis of 
the retinal vein. In other parts of the body the principal factor 
leading to thrombosis is slowing of the blood stream, but in the 
eye the veins are affected more as a result of involvement of the 
adventitia than as a result of stagnation. Vasodilators that were 
formerly used in treatment have been replaced by anticoagulants, 
which are also used prophylactically. To be of value anti- 
coagulants should be given when a retinal vein is found to be 
dilated, when extravasation of blood is minimal, and while visual 
acuity is still good. 

Mr. H. B. Stallard said that air had been injected intraocularly 
for the treatment of tuberculous iritis and diagnosticaly in the 
location of intraocular foreign bodies and intraorbital neoplasms. 
After cataract extraction air is injected into the anterior chamber 
to re-form this and to keep the iris and vitreous face away from 
the wound. After cyclodialysis for glaucoma, air controls hem- 
orrhage, reforms the anterior chamber, and keeps the fistulous 
tract open: after operation for retinal detachment, air in the 
vitreous humor restores the normal anatomic position of the. 
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retina and keeps the bed of the transplant away from the iris 
and lens in keratoplasty. Air, being compressible, produces a 
spring-like pressure. Its position in the eye is controlled by 
posture, and it is absorbed within four to eight days. It may 
cause air embolism and glaucoma, but these risks are negligible. 
Sterile air may be injected from a syringe autoclaved with the 
plunger withdrawn. 

Mr. Anthony Palin and Dr. R. C. Tudway said that it was often 
difficult to tell the difference clinically between malignant and 
nonmalignant intraocular growths but that actively growing 
tumor tissue takes up radioactive isotopes such as P*? more 
readily than normal tissue does. They have used this isotope 
for the diagnosis of malignant intraocular neoplasms. Patients 
are given a compound containing the equivalent of 1 mc. of the 
isotope in water, and, 24 hours later, Geiger counter readings 
are taken in the various meridians of the affected eye and con- 
trols are taken from the symmetrical meridians in the other eye. 
The error is 15%. The significant difference between the two 
eyes is 40% or more. The results do not depend on pigmentation 
of the tumor but on hyperactive cell metabolism. In the acute 
Stage uveitis may give a misleading result. The method as used 
at present is of no diagnostic value in the gliomas of children. 


Radioactive Isotopes.—At the symposium on radioactive iso- 
topes in April, Dr. E. Pochin of University College Hospital, 
London, said that the surface of the body could be irradiated by 
local application of a beta ray emitter, such as radioactive phos- 
porus (P®2), which is used for the treatment of superficial skin 
lesions. A solution of a radioactive substance may also be in- 
jected directly into the lumen of a hollow viscus or introduced 
into a rubber bag. Both these methods have been used for ir- 
radiating superficial bladder tumors. Another way is to inject 
a colloidal suspension of the isotope into a solid tissue, the 
colloidal state limiting its absorption. Colloidal gold (Au!"S) 
has been used in this manner to irradiate a number of solid 
tumors, and it is used to treat effusions due to malignant growths. 
Injected into the peritoneal cavity, it is deposited on the peri- 
toneum and can irradiate malignant metastases with beta radia- 
tions. As these are of low penetrating power, the treatment is 
only effective against small secondary deposits. When colloidal 
radioactive material is injected intravenously, it accumulates in 
the reticuloendothelial system and irradiates those organs con- 
taining a high proportion of reticuloendothelial cells. This 
method has been used in the treatment of the reticuloses and 
primary tumors of the liver. Larger particles of 30 to 50 u 
when injected intravenously are held up in the lung capillaries, 
where they may irradiate tissue selectively. By use of a cardiac 
catheter, the distribution of the radioisotope can be limited to 
one lung only. Carbon coated with Au!’*S has been used for 
this purpose, but there is danger of other organs being sub- 
jected to gamma radiation from the gold. 


Dr. Pochin discussed the use of radioactive isotopes by what 
he called “metabolic localization.” Radioactive elements may be 
given in a form in which they can be retained selectively by 
certain tissues without undue irradiation of the rest of the 
body. The best examples of this are the use of radioactive iodine 
(I'51) in the treatment of diseases of the thyroid and P**, in 
the treatment of polycythemia vera. The thyroid concentrates 
iodine to such an extent that I'*! can be localized in the gland, 
which may then be subjected to several hundred times more irra- 
diation than the other tissues of the body. Irradiation of the thy- 
roid is a useful alternative to operation or the antithyroid drugs 
for the treatment of hyperthyroidism and toxic nodular goiter, 
and it is far simpler for the patient. There is, however, a remote 
danger that carcinoma may subsequently arise in an area of thy- 
roid that has been irradiated but not destroyed, and, although no 
case has yet occurred in a five year study at University College 
Hospital, it is advisable to limit this kind of treatment for non- 
malignant thyroid disease to patients past middle age. In malig- 
nant disease of the thyroid, irradiation is the treatment of choice 
if there are metastases that can concentrate iodine. 

Prof. D. W. Smithers of the Royal Marsden (Cancer) Hospital, 
London, said that the use of colloidal gold in effusions due to 
neoplasms is still experimental and that several years must 
elapse before it will be possible to pick out the best type of case 
for treatment. The infiltration of tumors with radioactive ma- 
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terial is not without risk, owing to the increase in pressure and 
the danger of disseminating malignant cells. The use of some 
radioisotopes has advantages over other methods; for example, 
tantalum-182 is superior to radon seeds in the treatment of super- 
ficial tumors of the bladder, and Au'** grains may supersede 
radon seeds for the treatment of certain tumors. Mr. N. Veall of 
Guy’s Hospital said that diagnostic tests can now be done in 
smaller hospitals, as the capital expenditure on equipment for 
the established procedures is no longer very costly. In some of 
the larger hospitals hundreds of radioiodine tests of thyroid func- 
tion are made annually. 


Health in Northern Ireland.—In June, 1954, the Minister of 
Health and Local Government in Northern Ireland appointed a 
committee to inquire into the health services in the country. Its 
report (Report of the Committee on the Health Services in 
Northern Ireland, Cmd. 334, London, England, Her Maijesty’s 
Stationery Office, H. M. S. O. 1955) states that the principal body 
in Northern Ireland is the Hospitals Authority, which provides 
hospital and specialist services throughout the area and whose 
members are appointed by the Minister. One-third are general 
practitioners, and one-fourth are appointed in consultation with 
management committees. The other principal body is the General 
Health Services Board, which arranges for the provision of 
general medical and other services and controls medical prac- 
tice. The system has worked well. The number of hospital beds 
since the scheme was introduced has increased by 10%, ad- 
missions have increased by 40%, laboratories have been built or 
enlarged, and radiological departments have been provided. 
Outpatient attendances have increased by 77%. Progress in 
medical treatment in Northern Ireland during the last few years 
compares favorably with that in any area of the United Kingdom. 
Certain improvements such as the bringing of the Hospitals Au- 
thority and the General Health Services Board under the au- 
thority of the Ministry of Health and Local Government are 
recommended. It is also suggested that the number of members 
of the Hospitals Authority be reduced from 27 to 20 and that 5 
should be physicians. At present 36 hospital management com- 
mittees control 67 hospitals. The number of committees could 
well be reduced. A more equitable distribution of hospital en- 
dowments is suggested, at present some hospitals being more 
heavily endowed than others. 

The committee recommends that contracts held by consultants 
and specialists should be reviewed at regular intervals. Facilities 
should be afforded to consultants and specialists to keep abreast 
of the latest developments in medicine by attending teaching 
hospitals. Part-time appointments of general practitioners to 
hospitals should be encouraged and opportunities given to hos- 
pital physicians to engage in part-time general practice. A young 
physician should not be forced to choose between a career in 
hospital or in general practice. The committee has examined the 
method of payment of general practitioners, but it does not con- 
sider that any departure from the present method of paying by 
capitation fee would present any advantage. The provision of 
health centers and group practice should be encouraged. The 
cost of prescriptions is higher than the average for England or 
Scotland. Figures for individual, area, and provincial costs are 
to be issued quarterly to practitioners, and it is hoped that this 
will encourage their cooperation in keeping down costs. Con- 
sultants are often to blame for expensive and lavish prescrip- 
tions. Physicians have also been accused of lax certification, but, 
when interviewed by the Ministry, they state that if their stand- 
ards were more exacting they would lose many of their patients. 
The committee is perturbed about this and considers that dis- 
ciplinary measures should be taken in bad cases. It suggests that 
the British Medical Association should cooperate, with a view 
to raising the standard of certification. 


New Treatment for Barbiturate Poisoning.—Dr. A. Shulman 
and his co-workers have devised a new method of treating barbi- 
turate intoxication (Brit. M. J. 1:1239, 1955). A laryngoscope is 
first used to assess the pharyngeal and laryngeal reflexes, and, 
if these are absent, a cuffed tube is inserted and the stomach 
contents carefully aspirated. Antibiotics are given to prevent the 
possibility of pneumonia, and a clear airway and adequate oxy- 
genation are insured. Then, two specific barbiturate antagonists 
are administered. These are 6$-methylethylglutarimide (NP 13) 
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and 2:4-diamino-5-phenylthiazole hydrobromide (DAPT). The 
former is a more potent agent and shows some chemical re- 
semblance to the barbituric acid ring system, so that it probably 
acts by competition at the surface of the cell receptors, displac- 
ing the barbiturate. DAPT is itself a weak antagonist, but it 
is claimed to be a good synergist with NP13 and a good respira- 
tory stimulant. Both substances produce a rise in blood pressure 
and sweating. These drugs are injected by means of two sep- 
arate syringes into the rubber tubing of an intravenous 5% 
dextrose drip. Every three minutes, 1 ml. of 1.5% DAPT is in- 
jected, followed immediately by 10 ml. of 0.5% NP13. The 
response of the patient is assessed by noting pulse, respiration, 
blood pressure, muscle tone, reflexes, laryngeal and pharyngeal 
reflexes, eye signs, presence of voluntary movement, peripheral 
circulation, and color and temperature of the skin. The injec- 
tions are continued until the patient is brought to the “safe 
state” denoted by a return of muscle tone and reflexes and a 
return toward normal of pulse rate, respiratory rate, and blood 
pressure. The treatment generally takes about two hours in a 
deeply comatose patient. A total dose of 1 gm. of NP13 and 
0.3 gm. of DAPT is adequate in most cases of barbiturate poison- 
ing. Once the safe state has been reached, the airway is removed 
and the patient treated as if recovering from light anesthesia. 
Spontaneous recovery occurs normally within eight hours. If 
the patient regresses, more drugs are administered. This method 
of treatment has the advantages of obviating the need for pro- 
longed endotracheal intubation; minimizing the immediate risk 
to life and the remote risk associated with possible complica- 
tions of prolonged barbiturate coma; and reducing to a mini- 
mum the nursing of the patient. Forty-one patients with 
barbiturate poisoning, nine of whom were seriously ill and might 
have died without treatment, were treated by this method, and 
only one died. 


Cot Standards.—In 1950 and 1951 the British Standards In- 
stitution laid down standards for hospital and domestic cots. 
One of the specifications dealt with the space between cot bars. 
In order to make it impossible for a child’s head to pass through 
the bars, it was specified that the space between bars should be 
3 to 3.5 in. in hospital cots and not more than 3.7 in. in domestic 
wooden cots. The difference between the two specifications is 
due to the fact that metal bars have some degree of flexibility. 
Since the issuing of these specifications, three fatal accidents 
and one near fatal one have occurred; in all of these the children 
had slipped through the cot bars feet first and, as the bars were 
too close to allow the passage of the child’s head, the weight of 
the body pressed the face into the bedding and caused asphyxia- 
tion. Even though these accidents did not occur in cots con- 
forming with the current standards, the Ministry of Health and 
the Home Office (Month. Bull. Min. Health 14:72, 1955), de- 
cided to review the matter, as it looked as if the standard de- 
signed to eliminate one type of accident permitted another. The 
anteroposterior chest and pelvic measurements and head meas- 
urements of 1,600 children, aged 6 months to 3 years, were 
therefore obtained. These showed that cots with bar spacing of 
3.5 in. would permit a large proportion of 18-month-old children 
to pass their hips between the bars, and even 9% of 3-year-old 
children would pass through. After the hips have passed between 
the bars the next obstacle would be the chest depth, which would 
prevent all but about 1% of 12-month-old babies, or 5% of 
6-month-old babies, from being able to squeeze through the 
bars sufficiently far enough for the body to hang by the head. 
On the basis of these new data the British Standards Institution 
issued a new standard for children’s hospital cots; that is, that 
the bar spacing should be 2.7 in. to 3 in. with an upward tolerance 
of 0.06 in. The institution, however, has refused to modify the 
specification for wooden cots. Therefore, the Ministry of Health 
and the Home Office have decided that they cannot continue to 
support the present standard in view of their knowledge that 
fatal accidents could in certain circumstances occur in cots con- 
forming to it. The British Standards Institution has accordingly 
been asked to indicate that the support of these departments 
has been withdrawn. 
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Human Centrifuge for Aviation Medicine Research.—A new 
man-carrying centrifuge has been installed at the Royal Air 
Force Institute of Aviation Medicine at Farnborough, The maxi- 
mum speed of rotation—54.4 rpm, when the two observation 
cars (or gondolas) are traveling at 115 miles per hour—can be 
attained in nine seconds from rest. The radial acceleration is 
then 30 g. An acceleration of 5 g can be reached in 1.5 sec- 
onds. These high speeds will be used only for testing structures. 
It is not proposed to subject men to greater acceleration than 
10 or possibly 15 g in the prone or supine positions. All record- 
ing is done electrically, and it is this part of the apparatus that 
is so unusual. The signals are carried in leads along the arm of 
the centrifuge into the central pillar. They are then led to the 
floor above by a system of slip rings in a column above the 
centrifuge chamber. To include the telecommunication circuits, 
there are 60 silver slip rings, each with two silver-carbon brushes 
leading to 30 mercury troughs, and each with a spade-type col- 
lector. The slip ring system is so efficient that electroencephalo- 
grams and electrocardiograms that involve a maximum strength 
of only 1 mv. can be recorded without distortion even though 
they have to be led 50 to 60 ft. before being recorded. In the 
recording room there is a 12-channel inkwriter, which will be 
replaced shortly by a 24-channel photographic recorder. There 
is also a cinecamera in the gondola to photograph the experi- 
mental subjects’ reactions. It is planned to include cineradio- 
graphic recordings of the heart and lungs. 


Charges Against Research Council Denied.—In the House of 
Commons a Member of Parliament asked the Minister of Works 
whether he was aware that a number of cases of cat stealing 
on a large scale had recently been brought to the courts and 
that several people had been convicted for this offense; that these 
cats had been stolen for sale to medical research laboratories; 
and that the cost of the defense and the fines had in some cases 
been paid by the Medical Research Council. The Member of 
Parliament asked what authority existed for the payment of 
such expenses out of public funds; how much had been spent 
on these cases in the last six months; and what action the Min- 
ister of Works proposed to take to prevent the recurrence of 
such incidents. The minister stated that there was no truth in 
the allegations against the Medical Research Council, despite 
the testimony of some witnesses. 


Celebrations at Royal College of Surgeons.—The Royal College 
of Surgeons at Edinburgh celebrated the 450th anniversary of 
its foundation in June. The first “Seal of Cause” of the in- 
corporation of surgeons and barbers of Edinburgh was granted 
by the town council of Edinburgh, and was ratified by James IV 
of Scotland. A recently discovered portrait of James IV was on 
view for the first time during the celebrations. The annual ban- 
quet was attended by the Duke of Edinburgh, who was admitted 
to the honorary fellowship. The Duke of Edinburgh humorously 
said that, although James IV practiced surgery on members of 
his household, he had no intention of doing so. The president pre- 
sented the Duke with a silver replica of a surgeon’s bleeding cup. 


Lack of Facilities for Treating Alcoholism.—Dr. Pullar- 
Strecker, the secretary of the Society for the Study of Addiction, 
deplores the lack of facilities for treating the alcoholic (Lancet 
1:1072, 1955). In greater London there are 254 hospitals with 
about 2,325 outpatient clinics specializing in almost every con- 
ceivable ailment. Each year every physician is sent a timetable, 
complete with map, setting out in detail the specialty, location, 
address, and hours of attendance of all the clinics; yet not one, 
serving a population of 8 million, caters to the alcoholic or his 
relatives. Dr. Pullar-Strecker estimates that 500,000 persons 
suffer, directly or indirectly, from the repercussions of alcoholism 
in Britain. 


New Organism Resembling Salmonella Schottmiilleri.—Since 
December, 1951, a number of strains of Salmonella similar to 
S. schottmilleri have reached the Salmonella and Central En- 
teric Reference Laboratories from apparently sporadic cases 
in widely separated parts of the country. The strains were alike 
in a number of unusual features: they failed to ferment dulcitol, 
they were antigenically not typical of S. schottmiilleri, and they 
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could not be phage-typed. The associated illnesses resembled 
food poisoning rather than paratyphoid. The organism had 
been isolated from 99 persons: 43 had symptoms and 56 were 
symptomless excreters. The cases occurred in three waves: 
December, 1951, to February, 1952; March to July, 1953; and 
March to June, 1954—an unusual seasonal distribution for 
Salmonella infections in the British Isles. In all three epidemics 
the patients were widely scattered geographically. An analysis of 
the clinical features in the 43 patients with symptoms showed 
that 42 had diarrhea; 5 with blood in the stools and 9 with 
abdominal pain; 20 had vomiting, and a greater number com- 
plained of nausea; and 20 had fever. Other symptoms less often 
Observed were joint pains, headache, and general weakness. 
Neither splenomegaly nor skin rash was observed. The typical 
illness was characterized by mild to moderate diarrhea. The 
onset was usually sudden. The duration of the acute illness was 
two to four days, but some patients had diarrhea for several 
weeks. Although no definite evidence was obtained on the in- 
cubation period, it is considered to be one to three days rather 
than the longer period usually associated with paratyphoid. The 
source of infection was not discovered, although it was assumed 
that most patients were infected by some article of food. The 
wide scatter of cases could only be explained by some na- 
tionally distributed food, but there was evidence that some cases 
had a more local origin. 


PERU 


Reserpine in Hyperkinetic Syndromes.—The use of reserpine 
in neuropsychiatry is increasing. Dr. J. O. Trelles and his co- 
workers have used a purified extract of reserpine in the treat- 
ment of complex hyperkinetic syndromes and have reported 
their findings at the meeting of the Peruvian Society of Neuro- 
psychiatry and Legal Medicine in Lima in June. The therapeutic 
trial was carried out in 16 patients, of whom 7 had choreo- 
athetosic movements; 4 had paralysis agitans; 2 had chorea 
(ordinary and hereditary chronic progressive with mental de- 
terioration); 2 had infantile encephalopathy (one with hemi- 
ballic movements and one with pure athetosic movements of 
the hand); and one had a cephalic tremor. The age of the 
patients ranged from 9 months to 59 years. In the acquired 
cases the duration of the disease was two months to 12 years, 
and in the congenital it was 5 to 59 years. The drug was given 
in massive doses of 6 mg. daily or in doses starting with 0.25 
mg. daily and increasing according to the patient’s tolerance. 
In general the authors preferred to administer the drug at 
doses slightly lower than those currently used by other investi- 
gators. 


Reserpine proved to be a valuable drug in the treatment of 
the hyperkinetic syndromes. It gives better results than those 
obtained by any other procedure so far available in the symp- 
tomatic treatment of patients suffering from choreal and choreo- 
athetosic movements. All the patients, except those with paralysis 
agitans, showed a marked diminution of their extrapyramidal 
movements, but the relief of the dyskinesis was transient, lasting 
only as long as the drug was given. The younger the patient, 
the better were the results obtained. In patients whose disease 
was of short duration, a fair temporary remission of the hyper- 
kinetic manifestations was obtained with relatively small doses 
of the drug, but in chronic or congenital cases larger doses given 
over a prolonged period were needed to achieve the same re- 
sults. On the average, favorable responses were obtained with 
doses ranging from 3 to 4 mg. daily. The clinical response to 
the drug occurred after a latent period, which was never less 
than 4 or more than 15 days. This period does not depend on 
the mode of administration of the drug, but it seems to be 
related to the elapsed time between the onset of the neurological 
disease and the appearance of the dyskinetic syndrome (the 
longer the latter, the longer is the latent period). Side-effects 
varied from patient to patient and consisted of headache, dizzi- 
ness, vomiting, insomnia, and/or irritability when the drug was 
given parenterally, regardless of the amount of the dose and 
whether the intravenous route was used. Such untoward effects 
were observed only with large doses when the oral route was 
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used. These side-reactions usually disappeared either spontane- 
ously or when the dose was reduced. Apart from the inhibitory 
effects shown by the drug on the extrapyramidal movements, it 
seems to produce a general subjective amelioration in the 
patient, probably through its sedative action. 


Bartonellosis.—Infection with Bartoneila bacilliformis is usually 
acute and is associated with a poor prognosis. In the endemic 
regions, however, the natives may suffer from a benign form 
characterized by a warty eruption (verruga peruana), which 
appeared to confer a lasting immunity to all forms of the 
disease. In those who contracted the acute form and died, inter- 
current infections rather than the bartonellosis were the cause 
of death. In Revista médica peruana (vol. 25, no. 303, March, 
1954) Dr. Héctor Colich6n reported his demonstration through 
serologic methods that the mobile organisms found in patients 
with bartonellosis who died were generally Salmonella typhi- 
murium organisms. Besides, he found that many patients with 
bartonellosis complicated with intercurrent infection who sur- 
vived showed detectable serologic signs of Salmonella infection. 
The question then arose: at what stage of the bartonellosis does 
the secondary infection occur. Most observers agreed that it 
took place in the remission (bartonellosis usually shows a 
hematic or acute phase, a remission, and an eruptive phase 
characterized by verruga peruana). Dr. Aldana of the Dos de 
Mayo Hospital, however, believes that intercurrent infection 
generally arises during the acute phase of the disease. 

Recently Dr. M. Cuadra, of the same hospital, reported in 
Revista médica peruana (vol. 25, no. 307, July, 1954) that 
salmonellosis may arise in the acute phase, early in the re- 
mission, or after 15 or more days have elapsed from the end 
of the acute phase. Secondary infection early in the remission 
is by far the most frequent. Dr. Cuadra states also that it is 
possible, on the basis of laboratory findings, to diagnose with 
certainty what type of complication is developing. In the early 
type, fairly large quantities of B. bacilliformis are found in 
the peripheral blood; blood cultures for Salmonella organisms 
are positive; and there are signs of severe anemia without 
evidence of hematic regeneration occurring early in the re- 
mission. In the type occurring early in the remission the anemia 
is severe, but signs of hematic regeneration are present; B. 
bacilliformis is rare in the peripheral blood; and Salmonella 
organisms are present. In the late type, no B. bacilliformis is 
found; Salmonella organisms are present; and the anemia is 
mild or slight with signs of hematic regeneration. In the patient 
who survives, Salmonella organisms can only be detected in- 
directly by means of blood cultures and serologic methods. 
Salmonellosis superimposed on bartonellosis always represents 
a serious complication, the mortality rate for which is 90 to 
100%. Its main clinical features are sudden onset with chills, 
fever, sweats, and severe digestive disturbances. The patient 
appears toxic and usually dies in coma within a few days. Often 
there is hepatic involvement, which adopts the clinical pattern 
of a Salmonella hepatitis and shows a high direct bilirubin level. 
When this complication arises early, its clinical findings are 
superimposed on that of the bartonellosis, and the diagnosis 
is much more difficult. 

A previously existing severe anemia is necessary for inter- 
current infection to develop, and the more severe the anemia, 
the worse the prognosis. The percentage of patients with 
bartonellosis in whom the complication of salmonellosis de- 
velops is about 40. Bartonellosis appears to invalidate the 
immunity to salmonellosis that the patient has developed over 
the years. Other complications, such as tuberculosis, malaria, 
dysentery, pneumonia, and viral diseases are rare. The broad- 
spectrum antibiotics, especially chloramphenicol, have greatly 
improved the prognosis for patients whose bartonellosis is com- 
plicated by salmonellosis. Patients with bartonellosis should be 
given chloramphenicol as early as possible. In Dr. Cuadra’s 
series of 13 patients, the 8 who received the drug early were 
saved and the others died. Such antibiotics as penicillin, strepto- 
mycin, chlortetracycline, oxytetracycline, tetracycline (Achro- 
mycin), and erythromycin have proved to be useless in the con- 
trol of salmonellosis, although they do check the bartonellosis. 
Because the salmonellosis is the killer, treatment should be 
directed against it and not against the bartonellosis. 
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CORRESPONDENCE 


TREATMENT FOR HYPERTENSION 


To the Editor:—In his recent article on the treatment of hyper- 
tension (J. A. M. A. 158:359-367 |June 4] 1955) Dr. Grimson 
has taken issue with me on two points: (1) the use of neostigmine 
to overcome constipation produced by the ganglion-blocking 
agent, and (2) administration of the morning dose of the orally 
given blocking agent after, not before, breakfast. I have ad- 
vocated 15 to 30 mg. of neostigmine taken orally on an empty 
stomach as being generally the most effective method for over- 
coming the constipating effects of the ganglion-blocking agents, 
particularly pentolinium. Dr. Grimson, however, has found in 
anesthetized dogs, rendered hypotensive with pentolinium, that 
the intravenous injection of neostigmine will result in a rise of 
blood pressure back to or toward control levels. On the basis 
of these studies Dr. Grimson concludes that we are producing 
the same effect in patients. During the past three years we have 
treated over 100 hypertensive patients with pentolinium using 
neostigmine orally in the manner already indicated. In the 
majority of these patients blood pressures were recorded in the 
hospital during the period of regulation before and two hours 
after neostigmine. In no case have we observed an escape of 
blood pressure that could be attributed to the action of neostig- 
mine. In addition, somewhat over 50 patients who have been 
taking the two agents for one year or longer record their blood 
pressures at home. They take neostigmine on arising in the 
morning. After they have dressed and had breakfast they record 
their biood pressure. Thus, the blood pressure is being recorded 
one or two hours after administration of the drug. Rather than 
being higher these pressures usually are the lowest of the day. 
In some instances I have asked the patients to check their blood 
pressure immediately following the bowel movement, usually 
occurring approximately an hour after neostigmine is taken, 
that is, at the time of maximum action of the neostigmine. A 
sudden upsurge of blood pressure never has been noted at this 
time. The pressures recorded at these times in the morning almost 
always have been as low as any recorded during the day. 

A sizeable collection of data, therefore, lends no support to 
Dr. Grimson’s contention that by giving neostigmine to our 
patients we are reversing the hypotensive effects of the gan- 
glion-blocking agent. Neostigmine has parasympathomimetic 
(muscarinic) and ganglion-stimulating or ganglion-depressing 
(nicotinic) effects. Dr. Grimson apparently has observed the 
nicotinic effects of the drug in anesthetized dogs while we have 
observed only the muscarinic and never the nicotinic effects in 
patients. It should be pointed out that the species are different, 
the routes of administration different, the blood concentrations 
probably different, and the experimental condition (anesthetized 
versus nonanesthetized) different. It is not surprising, therefore, 
that the results are different. These considerations are more 
than academic. Our patients would complain loudly if neostig- 
mine was taken away from them. Any measure that eases the 
unpleasant side-effects of the ganglion-blocking agents is too 
valuable to be discarded because of some animal experiments 
that may not be pertinent to the issue at hand. 

Dr. Grimson’s second criticism is directed toward my recom- 
mendation that the morning dose of pentolinium be taken after, 
rather than before, breakfast. He states that the pharmaceutical 
concern that manufactures pentolinium quotes me to this effect. 
This is true. He further states that in the original communica- 
tion of our group concerning pentolinium we advised that the 
dose be given before breakfast. This, also, is true. However, 
we since have changed our opinion. Dr. Grimson believes that 
pentolinium exerts a greater hypertensive effect if it is given 
before meals. I agree with this completely. What then is the 
reason for my seemingly inconsistent recommendations? It was 
several of our more observant patients who taught us to give 
the first dose after, rather than before, breakfast. By recording 
their blood pressures at home they noticed that their sensitivity 
to the hypotensive effects of pentolinium was greatest on arising 
in the morning and decreased progressively during the remainder 
of the day. Postural hypotension usually was present on arising, 


before the morning dose was taken, due to residual pentolinium 
taken the previous night. Since we utilized an eight-hour dosage 
interval it was necessary for us to administer a dose in the 
morning sufficiently large to maintain a reduction of blood 
pressure until 2 or 3 p. m. However, when a dose this large was 
taken before breakfast, absorption was accelerated and excessive 
hypotension occurred one or two hours later due to the increased 
susceptability of the patient to postural hypotension during the 
morning hours. As a result, the patients who were attempting 
to earn a living encountered syncopal episodes on the way to 
or at work, or if not, experienced unpleasant faintness and 
difficulty in mental concentration. Nevertheless, by 2 p. m. they 
again were quite hypertensive. 

Some of these patients solved this problem by taking the 
morning dose on a full, rather than an empty, stomach. As the 
early morning hypotension disappeared the pentolinium began 
to exert its effects more gradually and a more even reduction 
of blood pressure from early morning to 2 p. m. resulted. The 
diurnal fluctuation of responsiveness or sensitivity to pentolinium 
or other ganglion-blocking agents is a vital consideration in 
dosage adjustment. Its importance is not appreciated unless 
blood pressures are recorded at home. In order to obtain a fairly 
even reduction of blood pressure, the afternoon dose frequently 
must be larger than the morning dose, in some instances as much 
as four times the morning dose. 


EpwarbD D. Freis, M.D. 
Veterans Administration Hospital 
2650 Wisconsin Ave. N. W. 
Washington 7, D. C. 


COBALT AND THYROID DYSFUNCTION 


To the Editor:—An article by J. P. Kriss and co-workers (THE 
JOURNAL, Jan. 8, 1955, page 117) stated that myxedema and 
goiter may result from cobaltous chloride medication. We re- 
cently obtained data that further indicate that cobalt medication 
may result in thyroid dysfunction. A 19-year-old man with sickle 
cell anemia was given 100 mg. of analyzed cobaltous chloride 
in an aqueous solution three times a day for 44 days. The pro- 
tein bound iodine and cholesterol concentrations of plasma did 
not change significantly, nor was a change in the size of the 
thyroid gland noted. However, a radioiodine uptake before cobalt 
treatment was 40%; after 23 days it dropped to 6.4%, and on 
the 39th day it was 3.2%. Seven days and 30 days after therapy 
with cobalt was discontinued the radioiodine uptake was 27% 
Hectiv 
and 43% respectively. ee 
National Heart Institute 
Bethesda 14, Md. 


RUPTURE OF AORTIC ANEURYSM INTO ESOPHAGUS 


To the Editor:—I\n the Correspondence section of THE JOURNAL, 
June 18, 1955, page 587, Dr. John T. Pewters describes a case 
of aortic aneurysm with rupture into the esophagus and refers 
to a letter in THE JouRNAL, Dec. 26, 1953, page 1571, by Dr. 
Samuel Baer, who questioned the rarity of this occurrence as 
stated by Calenda and Uricchio: “In the past 27 years only 
five such cases have been described in the world literature” 
(J. A. M. A. 153:548 |Oct. 10] 1953). 1 also published such a 
case recently (Krudy, A. G., and Smith, J. A.: Multiple Saccular 
Aneurysms of the Thoracic Aorta with Spontaneous Rupture 
Into the Esophagus: Report of a Case, Dis. Chest 27:690, 1955) 
and reviewing some earlier studies on large series of aortic 
aneurysms found that rupture into the esophagus was not rare. 
Of 233 cases of aneurysm of the thoracic aorta reported 
by Lucke and Rea (J. A. M. A. 81:1167 |Oct. 6] 1923), 
5 perforated into the esophagus. Of 4,000 aneurysms of the 
thoracic aorta reviewed by Boyd (Ayn. J. M. Sc. 168:625, 1924) 
112 ruptured into the esophagus, and of 633 cases of saccular - 
aneurysms of the thoracic aorta reported by Kampmeier (Ann. 
Int. Med. 12:624, 1938) the most frequent site of rupture was. 
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the esophagus with 20 cases (one ruptured into the esophagus 
and also into the left pleural cavity). Another case of aortic 
aneurysm rupturing into the esophagus and into the left pleural 
cavity was recently reported from the University of Illinois in 
Diagnostic Problems in THE JouRNAL, page 479, June 11, 1955S. 
The incidence of syphilitic aneurysm and so its rupture into 
the esophagus might be decreasing because of the more efficient 
treatment of the early syphilis; however, as the recently pub- 
lished four cases demonstrated, it is still far from being a 
Aprian G. Krupy, M.D. 
13025 Lorain Ave. 
Cleveland 11. 


PUBLIC RELATIONS 


What Is Ahead 

Like American industries and businesses, the medical pro- 
fession in recent years has become aware of the importance of 
good public relations. How to create and maintain good public 
relations in medical practice will be the subject of this page, 
which will appear on a monthly basis. Discussions of the 
philosophy upon which good public relations is founded will be 
coupled with actual suggestions from physicians for improving 
individual relationships between doctors and the public. Subject 
material will include the public relations aspects of all phases 
of medical practice as well as some medical society public rela- 
tions activities requiring cooperation of individual physicians. 

Public Relations—Is Everybody an Expert? 

Everybody talks about public relations today, but few can 
define the term specifically. Sometimes it is easier to begin 
explaining public relations by stating that it is not press agentry 
and publicity. A California public relations consultant says: 
“It is not a cover-up for shortcomings; it is not a propaganda 
campaign to disguise the facts; it is not a cure-all; it is not merely 
the creation of favorable press comments.” Public relations is 
a way of thinking translated into action. It is not some vague 
entity, but an actual philosophy that can be applied to medical 
practice combining public service with efforts to win good will. 

What some people fail to realize is that everybody has public 
relations—it is not a many-colored coat that can be donned at 
will. The important question is this: do you have good or bad 
public relations? Dr. Sidney Pratt, past-president of the Montana 
Medical Association, has pointed out that “public relations 
covers a wide range of individual and group contacts: Doctor- 
patient relations; doctor-doctor relations; doctor-hospital rela- 
tions, other inter-professional relations” and so forth. Where 
there are people attitudes exist. The sum of the attitudes people 
harbor about a service, a product, or an individual add up to 
the kind of public relations that individual or commodity has. 

“In an earlier day, every doctor was his own public relations 
expert, and his failure in the field of public relations injured 
himself but had little effect upon the profession as a whole,” 
wrote Dr. J. Decherd Guess in the Journal of the South Carolina 
Medical Association. “Such is not the case in these modern 
times of easy communication and fast travel. One man’s failure, 
or the failure of a small group, is widely publicized and hurts 
us all. It is my belief that the basis of the antagonism which is 
directed against us as a group lies not in group relationships 
with the public, but rather in the individual relationship of the 
physician with the patient and the patient’s family.” Thus, public 
relations is every physician’s personal responsibility. Like charity, 
it begins at home, with a physician’s sincere desire to serve his 
patients to the best of his ability and to provide them with the 
kind of personalized care each desires. 


“A Doctor Who Specializes in Me” 

“I want the doctor to show he cares what happens to me,” 
says the patient. “I don’t want a cold fish!” Patients want a 
doctor who regards them as people, not just as interesting cases. 
A medical school dean recently pointed out that “the gap be- 
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tween doctor and patient, already disturbingly wide, is continu- 
ally widening.” The loss of personal rapport between doctor and 
patient is résponsible for the rising cry for the return of the 
“good old horse-and-buggy doctor.” Few people would entrust 
their care to him today, for often he had more sympathy than 
skill to offer. Still, he filled a definite need in his patients’ lives, 
sometimes unmet today. He was combination physician, father- 
confessor and friend, and a human relations expert. 

Impersonal medicine is not good medicine, no matter how 
scientific. Not all doctors are born extroverts or naturally skilled 
in the art of human relations, but the right attitude can be 
developed. Here are some suggestions from practicing physicians 
to help create a good relationship between doctor and patient: 

Give the patient a warm welcome. “Be glad to see patients, 
even if you are a little tired; be frank, be prompt, never give 
the impression you are doing the patient a favor. Skill is no 
substitute for kindness.” 

Deal sympathetically with patients, “Listen with calm, un- 
hurried and sympathetic attitude to the patient. Kindness and 
tactfulness are important. It is not easy to be pleasant as one 
nears the end of a long day, but every patient needs good humor, 
sympathy and a quiet manner, no matter how weary or upset the 
physician may be personally.” 

Don’t appear hurried. “The physician should concentrate his 
entife attention on the patient during the consultation. His desk 
should be free from distracting material. if possible, he should 
refrain from answering the telephone while seeing a patient.” 

Treat patients as individuals, “Patients should receive special 
handling with reference to age and position. The older man 
expands in an atmosphere of respect and deference; the aging 
woman objects to any act that may emphasize her frailty. 
Adolescent youngsters object to being ‘treated like children.’ ” 

Get the patient’s name right. “Make sure you know the 
patient’s name before he enters the office—and learn to pro- 
nounce it correctly.” 

Get to know the patient as an individual. “Spend a few 
moments in conversation about the patient's interests, Let him 
talk about himself.” 

Place yourself on the patient's level. “Don’t talk down to him. 
Contrive somehow to cultivate a non-medical vocabulary. Be- 
ware the Jehovah complex.” 

Friendliness, sincerity, tolerance, frankness, patience, gentle- 
ness—these are the qualities that the patient seeks in his doctor. 
A Kansas City Star columnist says: “I judge the medical pro- 
fession by my doctor. When I go to him, I want to go as a 
person in whom he is interested rather than as a name on a 
filing card. I need his interest, his sympathy as much as I do 
his medical skill. [ am not speaking here for a soggy bedside 
manner. I am speaking for warm sympathy.” 

“The art and the science of medicine must be blended in 
proper proportions and applied judiciously to the human being. 
This is good medicine.” 

PRoblem Corner 

The doctor asks: “A local newspaper reporter has asked me 
to give him a story concerning local opinion about a new 
medical discovery. Is it ethical for me to cooperate with him or 
shall I refuse the information?” 

Generally, the physician should cooperate with the science 
writer. If the story is of interest to the public, it should be told 
accurately. Times have changed insofar as release of newsworthy 
material by physicians to the press is concerned. Doctors are 
shedding their traditional reluctance and meeting with reporters 
to provide them with authoritative information on health and 
medical subjects. 

This changed attitude has come about as a result of a revision 
in the Principles of Medical Ethics. Section 5 on the Relation- 
ship of the Physician to Media of Public Information now clearly 
states that: “The medical profession considers it ethical for a 
physician to meet the request of a component or constituent 
medical society to write, act or speak for general readers or 
audiences.” The code states that physicians may provide infor- 
mation regarding important medical and public health matters 
that have been discussed during open medical meetings or in 
technical papers that have been published. Information regarding 
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a patient’s physical condition also may be released if the patient 
gives his permission; however, in botn instances, the physician 
is advised to seek the guidance of appropriate society officials. 

Many medical societies, in order to establish orderly proce- 
dures for providing information to the press on medical subjects 
have designated official spokesmen. Others have developed codes 
of cooperation that spell out responsibilities of physicians, hos- 
pitals, and press representatives in the three-way relationship. 
In every code of this type, it is clearly stated that “the primary 
responsibility of the doctor and the hospital is the welfare of 
the patient.” 

What happens when authoritative information on a medical 
news story is not provided has been forcefully demonstrated 
during recent months in coverage of the poliomyelitis vaccine 
story. No medical organization received advance information; 
physicians consequently were without valid reports on the merit 
of the vaccine. A barrage of conflicting stories appeared in the 
press. Confusion and fear were generated, and the entire polio- 
myelitis program threatened. In cities all over the country just 
the opposite thing happened a year earlier when physicians were 
asked to cooperate in the experimental poliomyelitis vaccine 
program. Medical societies, armed with the necessary informa- 
tion, were able to go to the newspapers, present the facts, and 
inform the public of the need for their cooperation. Fears were 
dispelled, and the program proceeded with great success. Matual 
understanding between doctors and newsmen helps both groups 
promote the public welfare and render the public services to 
which the medical profession and the press are dedicated. 
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ROLE OF THE LIFE INSURANCE 
TRUST IN ESTATE PLANNING 


John R. Golden, Chicago 


It is unfortunate but nonetheless true that family obligations 
are usually greatest when savings are relatively small or non- 
existent. A man with a wife and small children is justifiably 
concerned with the future welfare of his family should his death 
occur before his estate has grown to a respectable size. The 
dilemma of how to provide the greatest family protection when 
resources are limited can be solved, at least partially, through 
the purchase of life insurance; but life insurance, of itself, cannot 
provide the type of family security most often desired. 

As a rule, the first policies purchased will present no problem. 
Most likely they will be modest in amount and there will be 
no hesitancy in having them payable outright to the wife. But 
as the young man prospers and his insurance program gathers 
momentum, he is likely to become concerned at the prospect 
of having a substantial sum payable outright to his wife at his 
death. He may well have some misgivings as to whether or not 
her limited experience in financial matters will enable her to 
invest it prudently. Also, can he be certain that she will have 
the firmness to resist the entreaties of needy relatives and the 
importunities of eager salesmen? And will she have the innate 
wisdom to use the insurance proceeds in the best interests of 
herself and the children? Most men have confidence in the 
ability of their wives to cope with these problems but, if given 
any reasonable alternative, would prefer not to put them to 
the test. 

Partly for this reason insurance companies permit the insured 
to direct in advance that in lieu of a lump-sum payment the 
proceeds shall be paid out in any one of a number of ways 
specified in the policy. The exact settlement options that may 
be selected will vary with each company, but the following are 
typical of those most widely used. 

1. Proceeds Held at Interest—Under this option the proceeds 
are retained by the company, which pays interest thereon to the 
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primary beneficiary for life and the principal sum to the estate 
of the beneficiary or to other named persons, if desired. The 
company usually guarantees that such interest payments will 
not be less than a certain specified rate. 

2. Proceeds Payable in Installments—Under this option 
specific amounts for each $1,000 of face value of insurance will 
be paid monthly for any selected period varying from 1 to 30 
years. 

3. Life Annuity.—This option will provide equal monthly 
payments of a specific amount for each $1,000 of face value of 
insurance (depending upon the then attained age of the bene- 
ficiary) for the remaining lifetime of the beneficiary. In con- 
sideration of smaller annuity payments, the companies will 
guarantee to continue payments for a specified time, such as 
for 5, 10, or 20 years. Thus, after the death of the primary 
beneficiary, payments would be made to a secondary beneficiary 
until the expiration of the period selected. 

4. Income of Specified Amounts.—Payments of a specified 
amount will be made periodically until the proceeds with interest 
credited annually at a guaranteed rate have been exhausted. 

Throuch the use of some one or more of the above options, 
or other similar options that may be permitted under the terms 
of the particular policies, a husband can exercise considerable 
control over the manner in which the proceeds of his life in- 
surance will be applied for his family’s benefit. But in many 
cases, particularly where minor children may be involved, even 
these optional methods of payment will be much too limited. 

The chances are that a young man who has embarked upon 
an insurance program to provide against the eventuality of his 
death has given little thought as to the exact manner in which 
the insurance proceeds will be used to benefit his family. If 
asked the question directly, he might express the hope that the 
funds would permit his family to continue living on much the 
same basis as during his lifetime. By that he means that if 
some member of his family is involved in an accident or is sud- 
denly taken ill, he wants funds made available to cover the 
emergency; or if his son shows special aptitude in medicine, 
engineering, or law, he wants to go all out to help further his 
education. But insurance options do not readily lend themselves 
to such objectives. The insurance companies agree to pay out 
the funds in accordance with a fixed and predetermined plan 
and ordinarily no variations can be made to meet an unforeseen 
emergency or family crisis. 

The chief objection to reliance upon optional settlements as 
the means for carrying out an estate plan is the lack of flexibility 
that they permit. This should not in any way be regarded as a 
reflection upon the insurance companies. It is the primary func- 
tion of insurance to provide funds at the death of the insured; 
and the willingness of insurance companies to pay out the pro- 
ceeds in several optional ways should be regarded as an addi- 
tional service they are willing to perform. But if settlement 
options are too restrictive to give the degree of flexibility usually 
desired in a carefully considered estate plan, what alternative 
is available? One answer, of course, is the insurance trust. 

Just what is an insurance trust? To many persons a trust of 
any kind is something mysterious and formidable that might be 
perfectly all right for others but is much too involved and 
complicated for them. To more and more people each year, 
however, the advantages of the trust arrangement as a means for 
the holding, management, and ultimate distribution of property 
are being recognized. Stripped of all technicalities, an insurance 
trust is a written agreement between the person making the 
trust and the trustee (usually a trust company) whereby the 
maker agrees to name the trustee as beneficiary of certain policies 
upon his life, and the trustee agrees to collect such insurance 
policies upon the maker’s death, invest the proceeds and dis- 
tribute the income and ultimately the principal, in accordance 
with the instructions set forth in the trust agreement. 

Reliance upon insurance options to carry out an estate plan 
is much like buying a suit of clothes through a mail order 
catalog. The material might be excellent, but it can hardly be 
expected to fit as well as though it had been tailored to meet 
your individual measurements. In general, it can be said that 
the “fit” of your insurance trust is limited only by your own 
wishes and the skill of your attorney in drafting adequate pro- 
visions for the trust agreement. In order to appreciate the great 
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flexibility in estate planning that can be achieved through use 
of the insurance trust, it may be helpful to consider a more or 
less typical example. 

Mr. Thompson is 40 years of age, is married, and has three 
children ranging in age from 5 to 17 years. His annual income 
is now relatively high but up to the present he has been able to 
build only a modest estate, consisting principally of his home, 
which is now free of debt, and savings of a few thousand dollars. 
In addition to this, he has taken out insurance over the years 
that now amounts to $60,000. 

At the present time, Mr. Thompson's insurance is payable 
to his wife under options that will pay her an annuity for life, 
but in the event she survives him by less than 20 years the 
unexpended portion will be paid equally to his children. In the 
event of his death at this time, Mrs. Thompson would receive 
a life annuity of approximately $200 per month. 

Mr. Thompson realizes the inadequacy of this amount to 
properly provide for his family in the event of his death but 
has faith in the ability of his wife to cope with the normal 
problems that might be expected to arise. Of late, however, he 
has become increasingly disturbed by these thoughts. 1. Would 
sufficient funds be available to meet an emergency? Mary, his 
youngest child, has been in frail health and might require special 
care in the future. Also, what might happen if an accident should 
befall his wife or one of his children? 2. Suppose his wife 
should become legally incompetent? The insurance company 
would, of course, insist upon making payments to her con- 
servator appointed by the court. Or suppose that his wife did 
not become legally incompetent but because of illness or accident 
was unable to manage her affairs or look after the children? 
3. Or even worse, what might happen if his wife, also, should 
die before the children were grown? His older son, Dick, has 
just been graduated from high school and is about to enter 
college. If all should go well for Mr. Thompson, a few more 
years would see Dick well through his schooling and possibly 
started upon his own career. His younger son, Paul, however, 
is just starting in grade school and his entire schooling lies 
before him. Suppose that at the time of his wife’s death $30,000 
of his insurance still remains with the company. Under the 
option selected one-third of this amount would be paid to each 
of his children. But would he be treating them all fairly? To 
Dick, if he had by then completed his education, the inheritance 
might be a windfall. But what about Paul and Mary? The sum 
would hardly seem adequate to give them the same start in life 
that he had been able to provide for Dick. 

Deeply concerned over the very evident shortcomings of his 
estate arrangements, Mr. Thompson sought the advice of his 
attorney, his insurance agent, and a trust officer of his local 
bank. After careful analysis of Mr. Thompson’s financial re- 
sources and thoughtful consideration of his objectives, they 
advised him that the only practical way to achieve anything 
approaching the flexibility he had in mind would be through 
the operation of a trust. 

Mr. Black, his attorney, suggested two alternative ways for 
creating the necessary trust arrangement. One, by incorporating 
the necessary trust provisions as a part of Mr. Thompson’s last 
will; the other, by creating an insurance trust. Either approach 
would give Mr. Thompson the flexibility he desired. However, 
for the following reasons Mr. Black recommended that his client 
establish an insurance trust. 

1. Protection Against Creditors—In order to create a trust 
under will, it would be necessary for Mr. Thompson to make his 
estate the beneficiary of his insurance policies. This would sub- 
ject the proceeds to the claims of creditors of his estate. Making 
the policies payable to the trustee of an insurance trust would 
not have this effect. 

2. Reduced Probate Expense.—Attorney’s fees and executor’s 
commissions are normally based upon the value of the estate 
passing through probate. Use of the insurance trust would keep 
these funds out of the probate estate and tend to minimize these 
costs. 

3. Savings in Inheritance Taxes.—In Hlinois and many other 
states insurance proceeds that are payable to the estate are sub- 
ject to inheritance taxes. Insurance proceeds that are payable 
to a named beneficiary or to a trustee under an insurance trust 
are generally exempt from state inheritances taxes. 
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As a result of their discussions, Mr. Black drafted an in- 
surance trust agreement with a trust company as trustee. It 
included the following provisions that were of particular interest 
to Mr. Thompson. 


1. Payments During Lifetime of Mrs. Thompson.—The trus- 
tee is directed to pay the entire net income earned from invest- 
ment of the insurance proceeds to Mrs. Thompson in monthly 
payments. If the income should not be sufficient to meet the 
normal needs of Mrs. Thompson and any of the children who 
might be dependent upon her, or to meet any emergency such 
as unforeseen illness or accident, the trustee is directed to pay 
trom principal of the trust sufficient funds for such purposes. 

2. Payments After Death of Mrs. Thompson.—After Mrs. 
Thompson’s death (or after Mr. Thompson’s death if his wife 
should die before him or at the same time), the trustee is di- 
rected to hold the trust property as a single fund for the benefit 
of the children as a group. The instrument clearly states Mr. 
Thompson’s desire that it be used for the primary purpose of 
affording substantially equal educational opportunities for each 
of his children and to defray, in whole or in part, the extraor- 
dinary expenses resulting from accident, illness, or infirmity. The 
trustee is given the right to use its discretion in making payments 
to or for the benefit of any one or more of the children. 

3. Distribution upon Termination.—The trust is to terminate 
at the death of Mrs. Thompson or when the youngest surviving 
child attains age 21, whichever event should last occur. At that 
time the trustee is directed to divide the trust estate then remain- 
ing equally among the children. Should any child have died be- 
fore that time leaving descendants, the deceased child’s share 
would be distributed among such descendants. However, instead 
of making distribution outright to any minor descendant, which 
would necessitate the appointment of a guardian by the court, 
the trustee is authorized to hold the share of such minor until 
he or she attains legal age and until then to use it for the benefit 
of such minor. 

The greater degree of flexibility permitted by an insurance 
trust over optional settlkements was the principal feature that 
interested Mr. Thompson. It is not, however, its only role in 
estate planning. In larger estates, where liquidity is important 
for the payment of death taxes, insurance is frequently taken 
out for this purpose. In many of these cases the wife is named 
as beneficiary with the expectation that she will contribute from 
the insurance proceeds whatever funds are needed to pay taxes 
and other cash requirements. 

There is, of course, no legal obligation for a wife to use 
the funds for this purpose, but a husband will not usually be 
greatly concerned over the possibility that his wife will fail or 
refuse to do so. Suppose, though, that she should die shortly 
after him and before she could make the funds available to his 
executor? Or, suppose that she should become incompetent? 
The executor of her estate or conservator appointed by the 
court would have no authority to use the insurance proceeds 
to furnish liquidity in her husband's estate. 

Assume, however, that the wife collects the insurance and 
does turn over to the executor sufficient cash to pay all death 
taxes. Unless handled properly, this might well result in her 
having made a taxable gift to her husband’s estate. 

On the other hand, making the insurance payable to the 
husband’s estate would needlessly subject the proceeds to the 
claims of creditors and to state inheritance taxes. Through use 
of the insurance trust, these objections can be eliminated while 
at the same time assuring that the funds will be available to 
furnish liquidity, if needed. 

In more and more instances the insurance trust is becoming 
the basic instrument in estate planning. The provisions of the 
trust agreement are usually drafted in such manner as to direct 
the trustee in the investment, management, and distribution not 
only of the initial policies of insurance made payable to it as 
beneficiary but also of any additional policies made payable to 
it thereafter, as well as any property devised or bequeathed to 
it by the settlor or any other person. 

This is how it operates. In the case of Mr. Thompson, his 
assets other than his insurance consist only of his residence and 
a small amount of savings. In this instance, because the value 
of the property involved is not great, he may decide to leave it 
outright to his wife and will so provide in his last will. However, 
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if the property were greater in value, Mr. Thompson might leave 
it to the trustee of his insurance trust to be administered under 
the terms of that instrument. Mrs. Thompson, also, will execute 
a simple will. Her property, if any, will normally be left out- 
right to her husband if he survives her, otherwise to the trustee 
of his insurance trust. Thus, after the deaths of both Mr. and 
Mrs. Thompson, the insurance proceeds as well as the separate 
property of each of them will be consolidated into a single 
(rust for the benefit of their children. 

The insurance trust, or for that matter other types of living 
trust as well, may serve an entirely different but equally im- 
portant function in estate planning. Quite often upon retirement 
from active work, a man and his wife may move to another state 
where the climate and living conditions are more suitable to 
their new mode of life. Children, grandchildren, friends, and 
business associates are left behind. Very likely they have already 
worked out an arrangement for the distribution of their estates. 
Let us say that they have both made wills, creating trusts for 
the benefit of children and grandchildren and naming their local 
trust company as trustee. With the bulk of their assets located 
in the original state and perhaps the majority of their immediate 
family living there as well, it is probable that our retired couple 
would prefer to have their estate arrangements carried into effect 
by the bank or trust company with which they have been doing 
business for many years. But what effect will their change in 
residence have upon their estate plans? 

The laws of many states prohibit trust companies located 
in other states from acting as testamentary trustees. It is possible, 
therefore, that the original trust company could not act in 
behalf of its customers if they should die residents of another 
state. However, state laws cannot prevent the establishment or 
interfere with the operation of trusts outside their jurisdiction. 
Thus, if an insurance or other type of living trust has been 
established with the local trust company as trustee, a later 
change in legal residence will have no effect upon its operation. 
In addition, the laws of many states that prohibit a foreign trust 
company from acting as testamentary trustee do not prevent 
property from being added by means of a will to an existing 
living trust even though the trustee is located in another state. 
Therefore, through the use of the living trust, our retired couple 
can be certain that their estate arrangements will be carried out 
by a trustee of their choice. 

A final role of the insurance or other living trust is to assure 
privacy. A will offered for probate becomes a public document 
and can be examined by anyone interested or curious enough 
to do so. A person who is prominent or who lives in a small 
community may hesitate to have his personal family arrange- 
ments spread on record as a public document. The trust agree- 
ment, on the other hand, is a private undertaking between the 
settlor and the trustee, and its provisions are not open to public 
gaze. 


115 W. Monroe St. (90). 


MEDICAL FILM REVIEWS 


Health: Your Clothing: 16 mm., black and white, sound, showing time 
11 minutes. Technical supervisor: Dr. Dorothy Nyswander, University of 
California School of Public Health. Produced in 1953 by Centron Cor- 
poration for and procurable on purchase ($50) from Young America 
Films, 18 E. 41st St., New York 17, or on rental from state and local film 
libraries. 


The purpose of this film is to promote a better understanding 
of the function, proper selection, and care of personal clothing 
and footwear. It deals with the function of clothing as protection 
for the human body, the importance of choosing clothing appro- 
priate to the weather, and the “how and why” of caring for 
personal clothing. It emphasizes the effects of proper clothing 
on health and also points out esthetic values; however, the 
scenes about children calling attention to spots on their clothing 
are a little unrealistic. This film covers the subject adequately 
and should be helpful as a teaching aid for intermediate grades. 
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A CHICAGO CHIROPODIST IN 
HAWAIIAN HOT WATER 


Anthony M. Senese of Chicago; Tucson, Ariz.; late of Hawaii, 
and now address unknown, is a chiropodist with medical am- 
bitions. He is an outstanding example of those few impostors 
who seem to be able to function adequately as interns or resi- 
dents in large hospitals. Outside the hospitals, however, they 
sooner or later run into grief. Inevitably the lack of formal 
training shows up. The latest medical activity of Mr. Senese was 
reported in a special “Members’ Letter” issued by the Better 
Business Bureau of Honolulu, Hawaii, April 4, 1955. Senese 
had pleaded guilty to practicing medicine without a valid terri- 
torial license. He was assessed a fine of $250, with $150 re- 
mitted on condition that he leave Hawaii within one week. This 
he did. Senese has shown little regard for facts in filling out 
applications for membership in a scientific society or for em- 
ployment in medical institutions. His ingenuity has made nec- 
essary a careful check of his background. The following is a 
chronicle of Mr. Senese’s career, based on data in the files of 
the Bureau of Investigation. 


“MEDICAL” BACKGROUND 


In applying for membership in a prominent scientific organi- 
zation in 1946, Senese represented that he was born in Chicago 
in 1912, graduated from a Chicago high school in 1930, re- 
ceived the degree of bachelor of science from the National Col- 
lege of Canada in 1934 and obtained the degree of doctor of 
medicine from the Illinois College of Physicians and Surgeons, 
Chicago, in 1938. He also claimed to have been a health officer 
for the Chicago Board of Education, and to have been engaged 
in “research.” The Better Business Bureau of Honolulu reports 
that official records show that Senese was born in Italy in 1915 
and was brought to Chicago as a child. The Chicago Board of 
Education states that he graduated from McKinley High School 
in 1931. The claim of a bachelor of science degree from the 
National College of Canada in 1934 presumably refers to one 
of the enterprises of Earl Anglin James, who has more degrees 
and accomplishments, according to his Own admissions, than 
the proverbial dog has fleas. The course of study in James’ 
“institution,” if any, would not meet curriculum requirements 
of any accredited university. 

With respect to the claimed degree from the Illinois College 
of Physicians and Surgeons, Senese could not have gained ad- 
mittance to medical licensure examination on such a diploma. 
This school (if one can call it that) was said to have been 
operated by persons then affiliated with the National College 
of Chiropractic, Chicago. In 1933 an Illinois court handed 
down a decision that refused to “graduates” the privilege of 
taking examinations for medical licensure in Illinois. Contem- 
porary news accounts describe the school as a “one-room col- 
lege,” with officers who “doubled in brass” as directors, 
professors, and students. As to the claim that he had formerly 
been “Health Officer, for the Board of Education of City [of] 
Chicago (Investigator for 350 schools) under National Defense 
Program—also Health Officer for Civilian Defense of City of 
Chicago,” Senese undoubtedly referred to his having been em- 
ployed by the Chicago Board of Education from 1940 until 
1944 as an assistant office secretary and subsequently as an 
investigator for the law department of the board (as a political 
appointee). As for the “research,” Senese was connected in some 
manner with the lodine Research Institute of Chicago, operated 
by Dr. William C. McGregor, a combination physician and 
osteopath, and others. Actually, this was a “patent medicine” 
enterprise. As a result of his activity, McGregor was later (1949) 
convicted of violation of the Federal Food, Drug, and Cosmetic 
Act for misbranding his iodine preparations. The application 
for membership in the society mentioned earlier apparently was 
accepted but was challenged in 1948. The membership ceased 
shortly thereafter, in the wake of an inquiry to the Bureau of 
Investigation, 
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The facts are that Senese enrolled at the Chicago College 
of Chiropody in January, 1932, and was admitted to the junior 
class on the basis of previous work allegedly done at a Chicago 
chiropody clinic for three months in 1931. He received the 
degree of doctor of surgical chiropody on June 7, 1933. The 
state of Illinois licensed him as a chiropodist on Jan. 29, 1934, 
and this license was renewed annually for the next six years. 
The Illinois Department of Registration and Education advises 
the Bureau that the license is no longer in effect. Senese was 
listed as a chiropodist in Chicago telephone directories from 
1934 to 1942 and is described by other occupants of the build- 
ing in which he had offices as having been there full time. 

Senese was licensed as a naturopath in Arizona in 1935. The 
Arizona Board of Medical Examiners has pried out of its 
naturopathic counterpart the fact that such license was issued 
on the basis of a letter from the “Polytechnic College of Natural 
Therapeutics,” Fort Wayne, Ind., certifying Senese’s attendance 
for a “full four-year course” ending in June, 1935. In 1946 
Senese wrote to the Arizona Basic Science Board from Chicago, 
as “N.D.,” seeking a certificate under the “grandfather” clause. 
In December of that year his naturopathic license was reinstated. 

Apparently naturopath Senese did not confine his Arizona 
“practice” entirely within the limits of “natural” healing. The 
Tucson Better Business Bureau has reported that in August, 
1948 he was arrested on a charge of illegal medical practice. 
He pleaded not guilty, and trial was set for November, 1948. 
There is no record that Senese appeared for trial. The charge 
was dismissed in 1952. 

“MEDICAL” CAREER 

About 1948 Senese apparently dropped the naturopathic field 
to return to the attempted practice of medicine. In that year 
he filed his first application for admission to the Illinois medical 
licensure examinations. This was denied because of lack of com- 
plete records of his medical studies and lack of proof of an 
approved internship. 

Senese then began negotiations with a reputable Chicago 
hospital for an appointment as an intern. In his application to 
the hospital, Senese claimed graduation from the “Universidad 
Libre Mexicana, Mexico City.” His diploma was dated 1939. 
Translated freely, it read: “The Free Mexican University: Due 
to the scientific merits and moral virtues of Mr. Anthony M. 
Senese, M.D., with all solemnity bestows the degree of Doctor 
in Medicine of this Institution. ‘For Humanity and Science.’ ” 
Also submitted was a transcript that alleged completion of a 
six-year medical course. The diploma and the transcript were 
signed by “El Rector F. Rodriguez Toriello” and “Secretary 
C. Espinosa T.” They bore the seal of a Mexican notary public 
that was authenticated by the American consul in Mexico City. 
Curiously, the “transcript” included this notation: “This docu- 
ment was issued at the request of the interested party in the 
City of Mexico, D.F., on the 10th of October, 1939.” But the 
notarization and authentication were not obtained until Sep- 
tember, 1950. A diploma from this alleged Mexican school was 
actually of no greater value than that of his first claimed “Illinois 
College of Physicians and Surgeons.” The Consul of Mexico, 
in a letter to the Bureau of Investigation, said in part: “We 
have received statement from the Secretaria de Educacion 
Publica (Public Education Department) that in Mexico there is 
not a University by the name ‘Universidad Libre Mexicana.’ 
In other words, as does not exist such University, the Mexican 
Government do not recognize any title issued by said ‘Universi- 
dad Libre Mexicana.’ ” 

In spite of the dubious character of his alleged medical edu- 
cation, Senese obtained appointment to an internship at the 
hospital mentioned. Completing the year of internship training 
in July, 1950, he again applied for admission to the Illinois 
license examinations. Again his admission was refused. He was 
advised that he could not be admitted to examination so long 
as a charge was pending against him in another state, and that 
the Universidad Libre Mexicana was not an accredited institu- 
tion. Although barred from licensure, Senese continued to pose 
as a physician. On completion of his internship he secured a 
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temporary job as an assistant surgeon at an Indiana steel plant. 
During the next three years he shifted his scene of operations 
to various hospitals in other states, including Florida and Ohio, 
while continuing his attempts to gain admissions to the Lllinois 
and Florida examinations. 


Armed with a genuine intern certificate and the credentials 
from the Mexican “universidad,” Senese filed a mandamus peti- 
tion against the Illinois medical board. Finally his persistence 
paid off. A judge of the Superior Court of Cook County signed 
an order that compelled the board to admit Senese to the ex- 
aminations. He has taken the examination five times and, as 
could be expected, failed each time. Despite his license diffi- 
culties, however, Senese kept his hand in medicine. He secured 
an appointment in 1954 as a resident in anesthesiology in an- 
other of Chicago's better-known hospitals. He also found part- 
time work in other hospitals in the area. The “resident in anes- 
thesiology” was so employed from January to September, 1954, 
although the hospital was notified by the Bureau of his im- 
posture in April of that year. 

In August, 1954, Senese applied for a position with a Hono- 
lulu hospital, but not as a resident—he aspired to be the head 
of the department of anesthesiology. In his application he 
claimed graduation from “the University of Mexico, located in 
Mexico City.” He also claimed to have had “a six month post- 
graduate course in radiology at the University of Illinois.” The 
head of the Department of Radiology has denied such alleged 
accomplishment, stating that Senese “never did do any work 
in this department, and I doubt that he spent more than a total 
of one week in the department. I turned no grade in to the 
Graduate College because his record was incomplete, and I 
had in fact banished him from the department as undesirable.” 
Senese actually obtained letters of recommendation from gener- 
ous, if undiscerning, physicians and supplemented these with 
one of his own creation. Using hospital stationery and the sig- 
nature of the retired chairman oi the department of anesthesi- 
ology, he highly recommended himself while falsifying actual 
dates of his service at the hospital. Another of the letters he 
used in applying for a position as a doctor of medicine con- 
tained this rather significant statement: “I have always admired 
the fact that he educated himself.” While self-education may 
generally be regarded as an admirable accomplishment, it is 
hardly commendable in the field of undergraduate medical 
training. 

The appointment as head of the department of anesthesiology 
came through, and the erstwhile resident traveled to Honolulu, 
expenses paid, in a manner befitting his new status. The appoint- 
ment may have gotten Senese to Hawaii, but it did not keep 
him there long. According to the Better Business Bureau of 
Honolulu, he was discharged for incompetency approximately 
six weeks after his appointment. Following that, he wrote to 
various hospitals and physicians, seeking employment as a phy- 
sician and surgeon or anesthesiologist. He apparently raised 
doubts as to his medical qualifications in the mind of the doctor 
charged with care of employees of a canning company on the 
Island of Molokai, who contacted the Chicago headquarters of 
the firm. The medical director called the Bureau of Investiga- 
tion and was given the essentials of the Bureau’s file. A copy 
of that letter was sent to the Hawaiian Territorial Medical 
Examiners. 


The Better Business Bureau located Mr. Senese on another 
island, substituting temporarily for physicians who had left to 
attend a medical meeting in the United States. An investigator, 
posing as a patient, was given a diagnosis and some medication, 
for which she paid a fee. This information was turned over to 
the prosecutor’s office and, as a result, Senese’s medical career 
in Hawaii came to the end mentioned earlier. Just how many 
other impostors are serving as residents in large institutions in 
this country is not known. It would seem, however, that the 
checking of medical credentials, particularly of those whose de- 
grees come from obscure institutions, should be given serious 
consideration by hospital administrators. 
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INTERNAL MEDICINE 


Headaches Associated with Gastrointestinal Disturbances. Z. R. 
Morgan. Am. J. Gastroenterol. 23:427-434 (May) 1955 [New 
York]. 


Many conditions associated with headache should be con- 
sidered by the gastroenterologist. The most frequent gastroin- 
testinal symptoms accompanying headache are abdominal dis- 
tress, pain, nausea, vomiting, anorexia, epigastric fulness, pyro- 
sis, constipation, and diarrhea. There are various types of head- 
ache, and the therapy for them differs. Relief may be obtained 
by proper treatment. The chief causes of headache are familial, 
nervous, toxic, allergic, reflex, and traumatic. Headaches often 
have their origin in certain organs or systems, namely cardio- 
vascular, gastrointestinal, cerebral, blood dyscrasias, anemia, 
otic and ocular disorders, gynecologic, and renal disturbances. 
Besides having their origin in one of these systems, headaches 
may also originate from hormonal disturbances, sugar imbalance, 
fatigue, and worry. They are often associated with systemic dis- 
eases. The causes of headache may be multiple including alka- 
losis associated with high intestinal obstructions; duodenal stasis: 
splanchnoptosis; gastrointestinal dysfunction resulting from 
vagal irritation; typhoid fever; toxemias without fever associated 
with diseases of the liver and kidney; exposure to extrinsic poi- 
sons such as carbon monoxide, arsenic, or lead; low blood sugar 
level: cecal stasis caused by atony, adhesions, or congenital 
bands; fatigue; and constant or intermittent emotional stimula- 
tion or conflict. The causes of headache observed by the gas- 
troenterologist thus require an understanding of the phenomena 
responsible for them. 


Methyl Testosterone for Migraine in Women: Report of 60 
Cases. R. C. Moehlig. J. Michigan M. Soc. 54:577-579 (May) 
1955 [St. Paul]. 


Methyl testosterone was used in 60 women with migraine. 
Eleven derived no benefit from this treatment, but 49 were 
improved. Not only were their attacks of migraine relieved, but 
their sense of well-being and mental attitude improved. In an 
earlier group of patients the author gave 20 mg. of methyl tes- 
tosterone daily for four weeks followed by daily doses of 10 mg. 
for an additional two weeks, but now he gives 10 mg. daily for 
four weeks, then 10 mg. every other day for an additional eight 
weeks, and from then on the medication is given every third day 
for an additional eight weeks. The smaller dose was found to be 
just as efficacious as the 20 mg. dose and less likely to give un- 
desirable effects. Some patients continued taking the medication 
every third day for three years, but the majority took it for only 
three months. When relapses occurred they usually came on 
three months after the discontinuance of therapy, but the recur- 
rent attacks of migraine were generally less severe than were the 
original attacks. Treatment with methyl testosterone must be 
carefully supervised since undesirable secondary effects are likely 
to result in women. Hirsutism resulted in 12 of the 60 women 
and necessitated interruption of treatment, and when treatment 
was resumed later, the doses were reduced, or spacing between 
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deses was prolonged. Acne appeared in 27, deepening of voice 
in 13, menstrual disturbances in 29, increase in weight in 40, 
nervousness in 18, and increase in libido in 28 of the women. 
Furthermore, prolonged administration of testosterone may pro- 
duce thyrotoxic symptoms in women with goiter and lessening 
of the carbohydrate tolerance in diabetic women. Nevertheless, 
the author believes that methyl testosterone deserves a trial in 
women with migraine headaches. 


Clinical and Physiological Studies on the Use of Metacortandra- 
cin in Respiratory Disease: 1. Bronchial Asthma. A. L. Barach, 
H. A. Bickerman and G. J. Beck. Dis. Chest 27:515-527 (May) 
1955 [Chicago]. 


Prednisone (Metacortin) was given in four divided doses daily, 
generally at mealtime and between 11 and 12 p. m., to 30 pa- 
tients with bronchial asthma. In patients with intractable bron- 
chospasm a dosage of 60 to 80 mg. a day was used for one or 
two days; 40 to 60 mg. per day for three or four days; and 10 to 
30 mg. daily thereafter, depending on the response of the pa- 
tient. In patients in whom a maintenance dosage of 60 to 100 mg. 
of hydrocortisone had previously been used, the dosage of pred- 
nisone varied between 20 to 40 mg. a day. The response to treat- 
ment with either cortisone, hydrocortisone, or corticotropin was 
known in 18 of the 30 patients in this series. The short-term treat- 
ment with prednisone caused disappearance or relief of bron- 
chospasm and asthmatic dyspnea in 29 of the 30 patients and the 
ability to eat a regular diet with added salt and without the 
use of supplementary feeding of potassium in patients without 
heart disease, in contrast to the need for a salt-poor diet and 
potassium administration with the administration of cortisone, 
hydrocortisone, and corticotropin. In 5 patients previously on 
maintenance therapy with hydrocortisone, the substitution of 
prednisone for hydrocortisone resulted in an average weight loss 
of 6 Ib. in one week. In six patients mooning of the face became 
much less prominent. The subjective effect of eating a regular 
diet in the patients without cardiac failure was a happy one. The 
side-effects were slight, resembling, but to a lesser extent, those 
seen with cortisone treatment, i. e., mental stimulation, abdominal 
discomfort, occasional headache, and transient dizziness. Re- 
spiratory function tests confirmed the clinical impression of 
decrease or disappearance of bronchospasm. The authors believe 
that this new steroid hormone is of great value in the treatment 
of intractable bronchial asthma. Furthermore, prednisone, in 
contrast to cortisone, is safe in patients with persistent asthmatic 
dyspnea and with associated cardiac insufficiency. Further stud- 
ies will be necessary to ascertain to what extent prednisone will 
lower resistance to infection. The long-term effects of prednisone 
are not known, but all of the side-effects of cortisone, except for 
salt and water retention, have already been observed. 


Symptomatology and Therapy of Thrush-Mycosis of Lung. W. 
Straube, W. Hahn and H. Seeliger. Deutsche med. Wechnschr. 
$0:753-755 (May 13) 1955 (In German) [Stuttgart, Germany]. 


The occurrence of secondary mycosis of the lung caused by 
Candida albicans is reported in a 20-year-old man who had been 
treated at home by his family physician for bilateral severe pneu- 
monia with large doses of Omnacillin (a suspension of procaine 
penicillin G in 1 ce. of concentrated Omnadin [a mixture of 
reactive protein bodies from various nonpathogenic fungi with 
biliary lipids and animal fats]), Supracillin (a penicillin-strepto- 
mycin preparation), chlortetracycline, oxytetracycline, and chlor- 
amphenicol. The roentgenologic picture was that of caseating 
pneumonia that did not respond to the antibiotic treatment. There 
was complete failure of the immunologic defense powers. When 
admitted to the hospital, the patient had severe dyspnea and 
circulatory collapse refractory to treatment, mycotic stomatitis, 
an extensive maculopapular eruption on the trunk and the ex- 
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tremities, diarrhea, and hemoptysis. The liver was tender and 
enlarged. Mycobacterium tuberculosis, mycelia, and C. albicans 
were observed in the sputum. C. albicans also was found in the 
feces. The patient was given streptomycin, isoniazid, and Solu- 
Supronal (a 20% aqueous solution of a mixture of equal parts 
of sulfamerazine and of the 4-amino methyl benzene sulfona- 
mide salt of sulfathio-urea). After 85 days of treatment the pa- 
tient improved and was discharged from the hospital, but mas- 
sive tuberculous infiltration was still revealed by the roentgeno- 
gram. Two and a half months after his discharge the roent- 
genogram showed restoration of conditions to almost normal 
with slight pleural adhesions on the left side. The occurrence of 
pneumonia caused by C. albicans in the course of treatment with 
large doses of antibiotics must always be considered a serious 
complication, since as a rule only patients with lowered resist- 
ance are affected. The destruction of the physiological bacterial 
flora results in a change of the causative agents in favor of the 
normally nonpathogenic yeasts and fungi and in severe disturb- 
ances of the vitamin metabolism. Mycosis of the lung caused by 
C. albicans must be considered in the differential diagnosis of 
acute pulmonary disease. The reported case suggests that the 
indications for antibiotic therapy should be carefully observed. 
Determinations of resistance are indispensable, and signs of un- 
desirable side-effects must be recognized promptly if treatment is 
prolonged. Because of the great risk associated with the continu- 
ation of antibiotic treatment in patients with lowered resistance 
and mycosis of the lung, Solu-Supronal in large doses should be 
given a therapeutic trial. 


Alkalosis and Hypopotassemia in Anorexia Mentalis (“Starva- 
tion-Alkalosis”). P. H. Rossier, D. Staehelin, A. Buhlman and 
A. Labhart. Schweiz. med. Wchnschr. 85:465-468 (May 14) 1955 
(In German) |Basel, Switzerland]. 


Determinations of serum electrolytes and carbon dioxide con- 
tents of plasma or serum and measurements of blood pH were 
carried out in 10 women between the ages of 20 and 28 years 
with anorexia nervosa. In the patients with severe anorexia 
nervosa, a fixed alkalosis was observed that was completely 
compensated by hypoventilation with retention of carbon diox- 
ide in One patient, and only incompletely compensated in an- 
other. In the patients with mild anorexia nervosa, the pH of 
the arterial blood did not differ much from that in normal per- 
sons. Of the seven patients with severe anorexia nervosa, six had 
hypopotassemia. The potassium level in the serum of one of these 
patients was extremely low (7.6 mg. per 100 cc.) and was 
associated with changes of the electrocardiogram typical of hypo- 
potassemia. In patients with definitely low serum potassium 
levels, the potassium concentration in the erythrocytes also 
was below normal, and the excretion of potassium in the urine 
was minimal. The concentration of sodium in the serum of all 
the patients was normal or slightly increased. In patients with 
severe alkalosis the chloride values in the serum were low. Alka- 
losis and hypopotassemia are the results of prolonged under- 
nourishment induced by anorexia nervosa. These findings are 
in contrast to those of acidosis, which may be observed in 
fasting of short duration. A negative potassium balance of 
prolonged duration apparently is the cause of the hypopotas- 
semia and of the reduction of the intracellular potassium. In 
chronic starvation the kidneys are not able to maintain potas- 
sium balance in the serum. The alkalosis is of a metabolic type, 
and an exchange between sodium ions and hydrogen ions in 
the tubules may also be a pathogenetic factor. The recognition 
of alkalosis associated with hypopotassemia in patients with 
anorexia nervosa is not only of theoretical interest, but also 
of importance with regard to differential diagnosis from dis- 
eases of the pituitary body (Simmond’s disease) and from dis- 
eases of the adrenals. Although anorexia nervosa is primarily 
a psychotherapeutic problem, severe cachexia and dehydration 
may require infusion therapy. Potassium chloride should be 
added to the infusion in order to obtain an isotonic concentra- 
tion of from 15 to 20 mg. per 100 cc. The administration of 
a concentrated potassium solution is indicated when the serum 
potassium level is below 10 mg. per 100 cc. 
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Thyroid Function in Disorders of the Hepatic Parenchyma. B. R. 
Scazziga, L. L. Barbieri and T. Béraud. Schweiz. med. Wschnschr. 
85:471-477 (May 14) 1955 (In French) [Basel, Switzerland]. 


Thyroid function studies, including determination of the basal 
metabolic rate, the serum protein-bound iodine, the uptake of 
radioactive iodine (I'*1) by the thyroid after the administration 
of 200 uc of I'*! on a fasting stomach, and the radioiodine 
conversion ratio, were carried out in 33 patients with disorders 
of the hepatic parenchyma. Of these, 19 had epidemic hepatitis, 
10 had alcoholic cirrhosis of the liver, and 4 had primary or 
metastatic carcinoma of the liver. In the patients with epidemic 
hepatitis, the serum protein-bound iodine levels were high com- 
pared to normal values but the uptake of radioactive iodine 
by the thyroid and the radioiodine conversion ratio were low 
as compared with those in healthy persons. The patients with 
cirrhosis did not show significant changes in the serum protein- 
bound iodine levels, the uptake of radioactive iodine by the 
thyroid, and the radioiodine conversion ratio as compared with 
results obtained in normal persons. Two of the four patients with 
carcinoma of the liver showed higher serum protein-bound iodine 
levels than those observed in normal persons, but the uptake of 
radioactive iodine by the thyroid was low and the radioiodine 
conversion ratio was definitely below normal. These two patients 
had extensive metastases and their general condition was poor. 
The two other patients with carcinoma of the liver did not 
show a significant disturbance of the thyroid function. These 
observations suggest that impairment of the hepatic parenchyma 
may entail a disturbance of the catabolism of thyroxine mani- 
fested by an increase in the ratio of circulating hormone and 
accompanied by secondary thyroid hypofunction. Hyperthy- 
roxinemia on one hand could be the expression of an insuffi- 
cient destruction of the hormone at the level of the impaired 
hepatic cell, and on the other hand it could be the sequela of 
a disturbance of biliary elimination of thyroxine. The increase 
in the ratio of circulating hormone induces checking by the 
pituitary, which explains the signs of thyroid hypofunction re- 
vealed by the radioiodine tests. The absence of significant 
changes of thyroid functions in the patients with cirrhosis sug- 
gest that the impairment of the liver was less generalized than 
in the patients with hepatitis and that the functionally unim- 
paired portion of the parenchyma was sufficient to insure a 
normal catabolism of thyroxine. The same explanation seems to 
be warranted in the two patients with carcinoma of the liver 
and normal thyroid function. These observations in addition 
made evident the difficulties of interpreting thyroid function 
tests when peripheral extrathyroid factors are exerting their 
influence on thyroid function. 


Alimentary Disturbances of Circulation as Cause of So-Called 
Dumping Syndrome. W. Schrade and R. Heinecker. Schweiz. 
med. Wcehnschr. 85:481-488 (May 14) 1955 (In German) [Basel, 
Switzerland]. 


The clinical symptoms of which the so-called dumping syn- 
drome consists indicate that disturbances of circulation may 
play a part in this sequela of gastrectomy. Besides signs of dis- 
turbed blood perfusion of the periphery, and particularly of 
the brain, alterations of blood pressure may be observed after 
the ingestion of food in patients who undergo gastrectomy. These 
alterations consist partly of rise and partly of lowering of blood 
pressure occasionally to collapse levels, while the frequency of 
the pulse increases regularly. The authors made sphygmographic 
studies of circulation immediately after oral administration of 
100 gm. of dextrose in 11 patients who had been subjected to 
gastrectomy and after intrajejunal administration of dextrose 
in 3 normal persons. The amount of blood circulated through 
the heart was greatly changed immediately after the administra- 
tion of dextrose in the patients operated on. The cardiac output 
and the minute volume of the heart either increased as they 
do in persons not operated on, the increase occurring earlier 
and more extensively than in healthy persons; or the cardiac out- 
put and the minute volume dropped in an unphysiological way 
as a result of the alimentary stimulus. ‘The increase in the 
minute volume is related to an active hyperemia of the region 
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of the splanchnic nerve and the decrease of the minute volume 
manifests a passive “bogging down” of the blood in the diges- 
tive organs. In patients standing erect, these alimentary reactions 
combine with the orthostatically conditioned displacement of 
blood and thus cause the risk of an alimentary precollapse or 
collapse. Alleviation of the dumping syndrome in the recumbent 
position is not the consequence of delayed emptying of the 
stomach but is conditioned by the hemodynamics. The alimen- 
tary disturbances of circulation are the real cause of the 
general complaints of patients with dumping syndrome. The 
abnormal blood perfusion of the region of the splanchnic 
nerve after ingestion of food causes impairment of the blood 
supply to the rest of the body, particularly to the brain. The 
marked hyperemia of the digestive organs and thus the occur- 
rence of the dumping syndrome can to a great extent be pre- 
vented mechanically by the use of a body bandage. 


SURGERY 


The Management of Instrumental Perforation of the Esophagus. 
J. T. Howard. Am. J, Gastroenterol. 23:399-410 (May) 1955 
[New York]. 


Perforation of the esophagus resulting from examination with 
the esophagoscope and a rubber-tipped obturator to facilitate the 
passage of the stiff esophagoscope or from simple stretching 
with the pneumatic dilator occurred in five patients between the 
ages of 48 and 70 years with dysphagia. Esophageal instruments 
should be passed into the esophagus gently and without undue 
apprehension. Because the hypopharynx of a woman weighing 
95 Ib. (43 kg.) or a frail 70-year-old man is not as resistant 
to trauma as that of a younger man of average nutrition, it is 
essential to pay attention to any postinstrumentational complaints 
of the patients and to treat these promptly. The patient should 
be hospitalized, and if the perforation is relatively high in the 
esophagus treatment should consist of placing the patient in 
the Trendelenburg position, total intravenous or tube feeding 
with suction on the lower esophagus, and antibiotics. When 
conservative measures are unavailable or if the injury to the 
esophagus seems to be too extensive for conservative treatment, 
suturing of the perforation should be performed. 


Mechanical Intestinal Obstructions: A Study of 1,252 Cases. 
G. A. Smith, J. F. Perry Jr. and E. G. Yonehiro. Surg., Gynec. 
& Obst. 100:651-660 (June) 1955 [Chicago]. 


In 1,252 episodes of obstruction in 1,079 patients the most 
common causes were postoperative adhesions, primary and re- 
current carcinoma of the intestine, and external hernia. Jejunal 
and ileal obstruction was most commonly due to adhesions and 
external hernia, while primary carcinoma was by far the most 
frequent cause of colic obstruction. Patients were from all age 
groups, but the majority were middle aged or older (40% were 
over 60 years old). There were 157 deaths from all causes, a 
patient mortality rate of 14.5%, and a case mortality rate of 
12.5%. If only the patients who died from intestinal obstruction 
are considered after excluding 68 patients whose deaths were 
due to unrelated causes or who were moribund on admission, 
the patient mortality rate and case mortality rate are reduced 
to 9 and 7.5% respectively. In treated patients, the prognosis 
was less favorable in those with jejunal and ileal obstruction 
than in those with colic obstruction, apparently because of the 
more frequent occurrence of gangrene in those with obstructions 
of the small intestine. The major factors that adversely influenced 
survival were gangrene, intestinal perforation, severe intestinal 
distention, and extreme youth or extreme age of the patient. 
A 12-hour trial of intestinal suction is warranted in small-intes- 
tine obstructions without signs of strangulation. When active 
peristalsis is present the chances for decompression are good, but 
the atonic intestine of late mechanical obstructions usually 
thwarts nonoperative attempts at decompression. Patients treated 
by suction are reevaluated at the end of 12 hours by roentgen 
examination of the abdomen. If there has been a significant 
reduction in distention and if clinical improvement is progressive, 
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suction is continued, but signs or symptoms suggesting strangula- 
tion, obstruction, or failure to relieve distention are indications 
for operation. Rapid intubation of the small intestine using the 
flexible stylet with controllable tip offers the surgeon some con- 
trol of the time required for passage of the tube as well as 
placement of the catheter into the jejunum at the time of initial 
intubation. Distention is managed at operation by passage of 
the tube through the intestine with the stylet or by aseptic de- 
compressive enterotomy. The application of the stylet as a 
guide for rapid small-intestine intubation at the time of opera- 
tion has now been used successfully in over SO patients. Enter- 
ostomy has a limited place for decompression in patients nearing 
the moribund state and in patients with early postoperative 
distention proximal to a colic anastomosis. The latter group is 
best managed by an emergency cecostomy or appendicostomy. 
Strangulated obstructions require immediate Operations with the 
intent of primary resection of nonviable intestine. Although oc- 
casionally colic distention can be relieved by suction or other 
nonoperative methods of decompression, the treatment of colic 
obstruction is primarily surgical. Giving antibiotics preopera- 
tively and for several days postoperatively may reduce post- 
Operative peritonitis. 


Surgical Significance of Gastrointestinal Bleeding. C. Mathewson 
Jr. and B. Sugar. Am. J. Surg. 89:1177-1181 (June) 1955 [New 
York]. 


The mortality from massive gastrointestinal hemorrhage is 
still alarmingly high. Among 215 cases studied at the San Fran- 
cisco Hospital during the years 1947-1952, the over-all mortal- 
ity rate was 33%. The mortality rate from proved gastric or 
duodenal ulcer was 12.3%. Fatal gastrointestinal bleeding almost 
invariably has its source above the ligament of Treitz and can be 
controlled adequately in carefully selected patients by emergency 
operation during the acute stage of bleeding An emergency 
operation is indicated in a selected group of patients who do not 
respond to conservative measures and in those who have recur- 
rent bleeding while under observation. It should be borne in 
mind that the death rate from hemorrhage increases sharply 
after the age of 45. There seems to be a definite correlation be- 
tween bleeding and the presence of arteriosclerosis. When a 
patient with suspected acute gastrointestinal bleeding is admitted 
to the hospital, blood studies are made at once, including those 
to rule out hemorrhagic diathesis and primary blood diseases. 
A slow drip blood transfusion is started. Failure to respond to 
transfusion is the major indication for early operation. Pulse 
and blood pressure are recorded every 15 minutes. Evidence of 
severe or continuing blood loss is best obtained from the pres- 
ence of pallor, restlessness, and sweating. Constant observation 
of the patient is essential. If stabilization occurs, as it usually 
does after two or three 500 cc. whole blood transfusions, and 
if bleeding does not recur, conservative medical management 
may be continued. Massive gastrointestinal hemorrhage in pa- 
tients over 45 is a definite indication for later gastric resection. 


Postmastectomy Lymphedema: A Clinical Investigation Into Its 
Causes and Prevention. R. P. Villasor and E. F. Lewison. Surg., 
Gynec. & Obst. 100:743-752 (June) 1955 [Chicago]. 


In order to evaluate the numerous factors that may be related 
to the development of lymphedema of the arm after radical 
mastectomy and to devise measures to prevent this untoward 
complication, studies were made on 5] patients with arm swell- 
ing who had undergone radical mastectomy; 28 women who 
were free from this complaint after mastectomy served as con- 
trols. All patients were selected and did not constitute a consec- 
utive series. Patients with local metastases were included in this 
study, but those with remote osseous or pulmonary metastases 
were excluded. The cause of postmastectomy lymphedema is 
difficult to determine and may vary from patient to patient. No 
single common denominator could be found that would con- 
sistently account for the development of this distressing condi- 
tion. In 57% of the first series of patients, postmastectomy 
lymphedema developed shortly after operation without a deter- 
minant inciting factor. Infection accounted for the condition in 
16% and impaired venous return for another 6%. Lymphedema 
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also followed venipuncture, over-exertion of the arm, and supra- 
clavicular metastassis. In 16% of the patients, the onset of lym- 
phedema was delayed and the precipitating factor was unknown. 
The following factors, alone or in combination, may have some 
bearing in the development of postmastectomy lymphedema: 
(1) infection, (2) axillary metastases, (3) postoperative radio- 
therapy, (4) operative scars that are tight and encroach on the 
arm and axilla, (5) injury or thrombosis of the axillary vein, 
(6) excision of the clavicular head of the pectoralis major muscle, 
(7) delayed mobilization of the arm, (8) injections into the homo- 
lateral arm, and (9) local or regional recurrences. Since treat- 
ment of the swelling is seldom satisfactory the authors enumer- 
ate as preventive measures those designed to avoid the afore- 
mentioned causal factors. 


The Walking Venous Pressure Test in Relation to Occlusive 
Arterial Disease in the Lower Extremities. J. H. Schneewind, 
C. N. Mansour and W. J. Grove. Surg., Gynec. & Obst. 100:697- 
702 (June) 1955 [Chicago]. 


The measurement of venous pressures in the legs during exer- 
cise is a much more valuable index of the efficiency of venous 
drainage than is the measurement of venous pressures during 
rest. In a series of 16 patients with arterial insufficiency of the 
lower extremities, none of whom had serious venous derange- 
ment, the walking venous pressure tests caused a fall in venous 
pressures due to the pumping action of the muscles. The authors 
learned to direct their attention to the type of venous pressure 
response obtained immediately after exercise. These tests were 
done before and after lumbar sympathectomy. Patients with 
moderate arterial insufficiency showed essentially normal venous 
pressure return immediately after exercise and those with more 
severe arterial obstruction showed moderate to marked delay 
in venous pressure return immediately after exercise. The find- 
ing of an impaired postexercise venous pressure response seemed 
to correlate best with the degree of arterial occlusion as shown 
by arteriography. In every patient in whom an absent or delayed 
postexercise venous pressure pattern was noted prior to sympa- 
thectomy, a much improved or normal postexercise venous 
pressure response was observed after operation. 


Posttraumatic Dystrophy. J. Bonnet. Arch. chir. neerl. 7:37-64 
(No. 1) 1955 (In English) |Arnhem, Netherlands|. 


Bonnet believes that the syndrome of post-traumatic dys- 
trophy includes several clinical pictures hitherto regarded as 
separate post-traumatic disturbances, e. g., fracture, edema, hard 
traumatic edema of the dorsum of the hand, erythromelalgia, 
amyotrophy, and painful osteoporosis. Only causalgia is often 
still regarded as a separate clinical entity. Some authors still 
connect Sudeck’s name with these post-traumatic forms of dys- 
trophy. A clinical analysis of about 100 cases of post-traumatic 
dystrophy led the author to differentiate four stages of post- 
traumatic dystrophy, which differ from most of the classifications 
found in the literature. The first stage is characterized by vaso- 
dilatation; its symptoms are hypertrichosis and finely spotted 
decalcification of bone in addition to a warm, dry, edematous 
skin. The second stage is characterized by vascular instability 
and by fluctuations in the clinical manifestations. During the 
third stage vasoconstriction is virtually constant and results in 
the atrophy of all tissues. The fourth or residual stage is 
characterized by normal circulation; there is no pain; the tem- 
perature and the appearance of the skin are normal; there is 
persistent atrophy of muscles and bone; and the contractures 
are irreversible. The therapeutic results are best when treatment 
is instituted at an early stage. It is therefore important that a 
tendency to dystrophy in cases of injury be recognized early, 
and that its further progression be prevented by avoidance of 
inadequate or insufficiently prolonged immobilization, of opera- 
tions, of refracturing, and of massage. Satisfactory results were 
as a rule obtained during the first stage by immobilizing the 
extremity with the aid of a zinc sulfite bandage, an arm sling, 
or plaster-of-Paris. Passive movements and massage are in- 
advisable, as they may lead to exacerbation of the dystrophy. 
Active movements are permitted in mild cases. Procaine injected 
locally may produce definite improvement in patients with 
pains at definite points, such as at the fractured styloid process 
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in patients with Colles’ fracture. Excision of a thrombotic vein 
or of cicatricial tissue may likewise be helpful. In the absence 
of marked trigger points, or when local procaine injections do 
not give satisfactory results, sympathetic block may produce 
improvement. The addition of epinephrine to the solution used 
in sympathetic block causes local vasoconstriction. It prolongs 
and enhances the effect of procaine by less rapid absorption 
and does not antagonize this effect. On the basis of these the- 
oretical considerations, epinephrine was added to the 1% pro- 
caine solution used in sympathetic block. The addition of epi- 
nephrine in alternate cases showed that it improved the effects, 
and since then the author has been adding it to all solutions. 
The author suggests that post-traumatic dystrophy is the result 
of changes in the sensitivity of the blood vessels (and perhaps 
of the sweat glands) to central stimuli under the influence of 
local and regional reflexes caused by the trauma. It seems prob- 
able, moreover, that these reflexes originate particularly from 
the injured capsules and ligaments of the smaller joints. 


NEUROLOGY & PSYCHIATRY 


Fatal Forms of Mumps Meningoencephalitis. Mazaré and 
Guffon. J. méd. Lyon 36:343-349 (May 5) 1955 (In French) 
|Lyon, France]. 


A search of the world literature, after the development of 
fatal meningoencephalitis in a 19-year-old man following 
mumps, showed only 29 earlier instances of this rare compli- 
cation. The onset of the patient’s illness was mild, but on the 
seventh day his temperature rose without warning to i01.3 F, 
subsequently remaining between 102.2 and 104 F. General 
convulsive crises developed, and on the 10th day the patient 
was admitted to the hospital in coma vigil without stertor. 
Examination showed a bilateral parotid swelling in regression, 
unmistakable signs of meningeal involvement, and orchitis on 
the left side. The treatment the patient had been receiving— 
streptomycin, penicillin, and chloramphenicol—was continued 
with the addition of cardiac stimulants, adrenal cortical extracts, 
a sedative, and ice on the head. His condition grew steadily 
worse, however, and three days later he died in spite of an 
attempt at hibernation therapy. Meningoencephalitis compli- 
cating mumps usually follows the parotid involvement, but in 
five patients it appeared first. The parotitis, which is bilateral, 
is always intense and is often associated with submaxillitis in 
the fatal cases. Only 10 of the recorded deaths occurred in 
children under 11, as compared with 16 in young adults aged 
19 to 25. A few reports failed to state the patient’s sex, but of 
the 22 patients for whom this information is given 19 were 
males. A period of improvement and reduction of fever usually 
precedes the sudden rise in temperature that marks the onset 
of the meningoencephalitis. Disturbances of consciousness 
dominate the clinical picture and convulsions, which seldom 
occur in the benign forms, are not infrequent, especially in 
children. Three types of the disease—paralytic, psychic, and 
convulsive—can be distinguished according to the symptoms 
predominating in each case. The course is usually rapid: the 
patient soon becomes comatose and death follows, often within 
4 to 15 days. There is no specific treatment, but the excellent 
results obtained with hibernation in severe forms of acute in- 
fectious meningoencephalitis due to causes other than the 
mumps Virus suggest that it should be given a further trial. 


Reserpine in Treatment of Chronic Psychotics: Preliminary 
Observations. E. S. Foote. Brit. M. J. 1:1192-1193 (May 14) 
1955 |London, England]. 


Thirty-two chronically mentally disturbed men were treated 
with reserpine for periods of up to five months. In most, great 
improvement was noted in their habits and personal appearance 
and in their ability to occupy themselves. Impulsiveness and 
incontinence disappeared. A marked quieting effect was noted. 
Even those showing definite signs of dementia were super- 
ficially improved. Side-effects were slight and occurred in only 
a few. Most patients who are going to respond show signs of 
this within a week or two, but some received the drug for three 
months before definite improvement was noted. It is therefore 
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suggested that unless the patient’s condition deteriorates the 
method should be given at least a three-month trial. The promis- 
ing results obtained in this small series of mentally disturbed 
patients suggest that an extensive trial of reserpine in patients 
whose psychoses are of recent onset should be conducted. Full 
use should be made of occupational and recreational therapy 
to provide the stimulus for activities that the drug appears to 
permit. 


Mental Changes Observed in 152 Psychotic and Non-Psychotic 
Patients During INH Medication. R. Rosenfeld. Dis. Chest 
27:558-562 (May) 1955 |Chicago]. 


Isoniazid was given either alone or combined with strep- 
tomycin, p-aminosalicylic acid, pneumoperitoneum, pneumo- 
thorax, phrenic nerve crush, or a thoracic operation in 152 
patients with tuberculosis, of whom 149 had been mentally ill, 
mentally deficient, alcoholic, or psychopathic prior to treatment 
with isoniazid. Two had been mentally normal before isoniazid 
medication, and one was mentally normal during the last eight 
years prior to isoniazid treatment but had been hospitalized for 
a manic-depressive psychosis twice (8 and 10 years earlier). 
Those three had been committed to the hospital for an acute 
psychosis that developed during isoniazid treatment, following 
extensive chest surgery in another tuberculosis hospital. Isoni- 
azid was given in doses ranging from 200 mg. to 500 mg. daily 
for two weeks to one year. Various stages of pulmonary tubercu- 
losis were present in 148 patients. Two had tuberculous lym- 
phomas and two bone tuberculosis. The mental diagnoses were: 
schizophrenia in 79, manic-depressive psychosis in 6, senility in 
4, alcoholism in 8, general paresis in 3, mental deficiency in 
12, cerebral arteriosclerosis in 9, involutional psychosis in 2, 
Huntington’s chorea in one, and sociopathic personality in 25. 
The effects of isoniazid on the tuberculosis did not differ appre- 
ciably from the results obtained with this drug in other tubercu- 
losis hospitals. Isoniazid, besides being a potent antituberculous 
drug, has a stimulating effect on the central nervous system. 
It can cause epileptic seizures in epileptics, and its use is there- 
fore inadvisable in such persons. Besides this side-effect iso- 
niazid seems also to be able to influence the behavior and men- 
tal condition of psychotic and nonpsychotic persons. The author 
observed striking mental improvement in only one patient, 
whereas 24 others showed mental improvement to a slighter 
degree. Patients who had been uncooperative became coopera- 
tive. Hostile patients became friendly and sociable. Untidy ones 
became clean. Aggressive patients, who had formerly been in 
restraint for long periods, became quiet and could be taken out 
of restraint. Stuporous ones became more alert. There was 
apparently no connection between improvement of the tubercu- 
losis and improvement or changes in the mental status. 


Rehabilitation of the Hemiplegic Patient: A Clinica! Evalua- 
tion. F. J. Mahoney, D. W. Barthel and J. P. Callahan. South. 
M. J. 48:472-480 (May) 1955 |Birmingham, Ala.|. 


Treatment of the hemiplegic patient should not be limited to 
medical care in the case of cerebral vascular accidents or surgi- 
cal care in cases of brain injuries or brain tumors but should 
progress to rehabilitation. Survival of a hemiplegic patient as 
a bed-ridden invalid benefits neither the patient nor his family. 
The aim of the rehabilitation treatment should be: (1) inde- 
pendent “self-care” and ambulation; (2) recovery of all possible 
muscle power and range of motion; and (3) training in coordina- 
tion, balance, and endurance sufficient to permit as much inde- 
pendent “self-care” as possible. The goal should be set 
individually according to what each patient can attain with 


vascular accident or brain injury. Most hemiplegic patients, even 
when there is little or no return of muscle function in either 
the upper or lower extremity of the involved side, can be taught 
the following “self-care” activities: ambulation around the 
house, getting in and out of bed and changing positions in bed, 
feeding and dressing themselves, getting in and out of chairs and 
a car, going to the toilet and attending to personal toilet, and go- 
ing up and down stairs with a hand rail. With slight assistance, 
these patients can usually get in and out of a bathtub and with 
no assistance can take a shower sitting on a stool. When there 
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is cardiac decompensation or other complications that will pre- 
vent ambulation, the patient should be taught to be as inde- 
pendent as possible with a wheelchair, thus relieving the family 
of a great burden. The patient must be motivated to work at 
becoming independent, and the family and/or ward personnel 
must discourage dependence. These goals are more easily 
accomplished when rehabilitation begins early and the patient 
is not permitted to enjoy being an invalid. 


GYNECOLOGY & OBSTETRICS 


A Simple Method of Treating Vulvovaginal (Bartholin) Cyst 
and Abscess. E. M. Wilder. South. M. J. 48:460-464 (May) 
1955 |Birmingham, Ala.]. 


Infections of the vulva may occlude the opening of the duct 
of the vulvovaginal gland of Bartholin, and an abscess may 
form. After the infection subsides the gland continues to secrete 
and a thin-walled cyst results. A Bartholin cyst rarely causes 
symptoms; but the periodically recurring abscess causes extreme 
pain and discomfort. The author shows that the treatments 
recommended in textbooks are too radical and hazardous. 
Furthermore, the radical excision of the gland results in lack 
of important lubrication. These women complain of dyspareunia 
and dryness of the vulva. Many have a deformed and scarred 
vulva with its deplorable consequences. The procedure described 
by the author and those suggested by Davies and Jacobson aim 
at the reestablishment of the ostium of the duct to supply drain- 
age and permit the gland to function again. The cyst wall be- 
comes the new duct communicating with the still functioning 
gland. In the author’s technique, which is an office procedure, 
an incision about 2 cm. long is made over the cyst wall or 
abscess close to the original opening of the duct. Four or five 
silk sutures are placed from inside the cyst or abscess wall up to 
and including the skin of the vestibule and labia. An iodo- 
form drain is inserted in the abscess or cyst cavity. The drain 
is removed in about one week. The operation can be done im- 
mediate y post partum, provided the infection is not an acute 
process. After three weeks the silk sutures are removed and a 
new patent ostium is evident. From 1948 to 1950 the author 
treated 18 patients, using Davies’ technique, the final results 
being excellent in all 18, of whom five had abscesses and the 
remainder cysts. Between 1950 and the end of 1954 he treated 
48 patients with acute bartholinitis and 32 with cyst by his own 
modified method. The results were excellent in all patients, 
although one with bilateral cyst tormation required three 
operations on each side. 


Endometrial Cancer with Positive Biopsy Not Confirmed by 
Operative Specimen. R. A. Defilippo. Rev. Asoc. méd. argent. 
69:5-8 (Jan.-Feb.) 1955 (In Spanish) |Buenos Aires, Argentina]. 


Conflicting results between a positive biopsy of endometrial 
cancer and negative results of the histopathological examination 
of the removed uterus have been explained as proof of cure 
of cancer by biopsy. A positive biopsy of endometrial cancer 
calls for hysterectomy. The cure effected by biopsy is verified 
by histopathological examination of the removed uterus, where- 
as the possibility of cure should not be relied on as an expectant 
treatment. The practice of sending portions of the same biopsy 
to more than one pathologist may result in contradictory find- 
ings in the various sections. Positive results in a portion of the 
biopsy prevail over negative results in the other portion. 
Hysterectomy confirms the diagnosis of cancer. The author re- 
ports three cases of endometrial cancer with such conflicting 
results. The whole endometrium in the removed uterus was 
observed. A small focus of granulation tissue containing neo- 
plastic cells that were identifiable with those of the biopsy was 
found in two cases. It proved to be the zone of implantation 
of peduncular adenocarcinomatous and carcinosarcomatous 
polyps respectively. No cancerous lesion was found in the endo- 
metrium of the third patient. The author concludes that the 
biopsy effects a cure of endometrial cancer by sectioning 
peduncular neoplasms by the pedicle or by extirpating the whole 
neoplastic lesion of early noninfiltrating cancer. The histopatho- 
logical examination of the removed uterus should include the 
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whole endometrium to prevent overlooking of the basis of im- 
plantation of polypous carcinomas or residual zones of malig- 
nancy after extirpation of complete lesions of early noninfil- 
trating neoplasms. In evaluating the cure of endometrial cancer 
by biopsy, the possibilities of loss and accidental substitution 
of specimens, diagnostic errors, and the removal of a malignant 
zone of transitional endometrial glandular hyperplasia should 
be eliminated. 


Investigation on the Function of the Adrenal Cortex Before 
Delivery and in the Early Puerperal Period. T. Ozbay. Zen- 
tralbl. Gynak. 77:372-384 (No. 10) 1955 (In German) |Leipzig, 
Germany}. 


In five healthy pregnant women, who had a normal delivery, 
the excretion of adrenal cortical hormones was determined in 
the last weeks before delivery as well as during the early puer- 
perium. Daily urinary corticoid and 17-ketosteroid determina- 
tions were made. During the last weeks of pregnancy the 
corticoid content of the urine was about twice as high as in 
nonpregnant women who had normal menstrual cycles, but im- 
mediately after delivery the corticoid content of the urine de- 
creased rapidly and within a short time was only 20% above 
that of nonpregnant women. The 17-ketosteroid content of the 
urine was about 50% above normal before delivery, but during 
the puerperium the urinary concentration of 17-ketosteroids 
showed no increase whatsoever. 


OTOLARYNGOLOGY 


Aspergillosis of the Ear: A Report of 29 Cases. FE. A. Stuart. 
Canad. M. A. J. 72:334-337 (March 1) 1955 |Toronto, Canada}. 


The fact that 29 patients with otomycosis due to various 
species of Aspergillus were diagnosed and treated at the Royal 
Victoria Hospital in Montreal, Canada, indicates that otomy- 
cosis aspergillina is more common in this region than reports 
on this disease would suggest. Eleven of the 29 patients in this 
series (group 1) had no history of previous ear infection, except 
in One instance where a simple mastoidectomy had been per- 
formed many years earlier. Five cases occurred in patients with 
chronic eczema of the ears (group 2). Seven patients already 
had chronic suppurative otitis media (group 3). Three cases 
occurred after the use of antibiotic powders in cavities result- 
ing from radical mastoidectomy (group 4), and three others fol- 
lowed the general use of antibiotics (group 5). Large mycelial 
masses were removed from the auditory canal of most of the 
patients. Microscopic and cultural examinations of the debris 
were made in all cases, but in 13 cases no bacteriological in- 
vestigations were made, because the diagnosis of aspergillosis 
was so strongly suggested clinically. A light to moderate growth 
of Micrococcus (Staphylococcus) pyogenes was found in 6 of 
the remaining 16 patients in whom bacteriological studies were 
made. No bacteria were found in five of eight patients of group 
1, who were bacteriologically examined, but in two of these 
five, the symptoms were severe and signs suggested otitis media. 
No pus was found in the middle ear, and the author believes that 
the symptoms and signs resulted from the mycotic infection. In 
groups 2 and 3 the unhealthy skin and moisture of eczema and 
chronic suppuration provided a medium for the growth of the 
fungus. No further comment is made on the six cases of otic 
aspergillosis associated with the local or general use of anti- 
biotics. The author believes that mycological investigations of 
the auditory canal in addition to the bacteriological examina- 
tion should be of great assistance in arriving at a proper diag- 
nosis and more effective treatment in Otitis externa. 


Restoration of Hearing in Otosclerosis by Transtympanic Mobil- 
ization of the Stapes: Preliminary Report of Fifty Cases. A. A. 
Scheer. A. M. A. Arch. Otolaryng. 61:513-534 (May) 1955 
|Chicago}. 


A series of 50 patients with otosclerosis was treated by the 
transtympanic method of mobilization of the stapes. The tech- 
nique employed was that of Rosen, which was described in 
the A. M. A. Archives of Otolaryngology (61:197-206 |Feb.] 
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1955; abstracted in THE JouRNAL 158:235 [May 21] 1955). The 
patients were followed from 6 to 10 months after the trans- 
tympanic mobilization of the stapes. Forty-seven of the stapes 
were found to be fixed at the time of operation, and 31 were 
mobilized, but only 15 obtained a group A result (return of 
hearing to a serviceable level of 30 db. or better). Sixteen of 
the stapes were fractured because they were too fixed. Two 
Stapes in patients with group A results became refixed in the 
fenestra ovalis after mobilization but were remobilized, with a 
return of hearing to the original postoperative level. Postopera- 
tive infection probably hastens the refixing of a mobile stapes. 
A fenestration can be successfully performed after an unsuc- 
cessful mobilization. 


PATHOLOGY 


Atrophic Gastritis of the Fundus in Pernicious Anemia: Biopsy 
Investigation. C. Debray, R. Laumonier, F. Besancon and P. 
Housset. Arch. mal. app. digest. 44:28-40 (Jan.) 1955 (In French) 
|Paris, France]. 


Fifty patients with pernicious anemia were examined by 
gastric biopsy. The classic descriptions of the gastric lesions were 
confirmed by this study. No patient had a normal fundic mucosa. 
The lesions were spread throughout all parts of the mucosa, 
they were all of long standing and of an irreversible nature, and 
they were heterogeneous. The authors were unable to throw any 
light on the question of which cells secrete the intrinsic factor. 
Unequivocal histological criteria cannot be set up for the diag- 
nosis of pernicious anemia from biopsy evidence, but certain 
signs are strongly suggestive: a greater degree of fundic atrophy 
than in other diseases, less cellular differentiation, and the exten- 
siveness of the lesions. As to the question of how pernicious ane- 
mia develops, it is suggested that several conditions must be ful- 
filled simutaneously: the atrophic gastritis must be generalized, 
severe, and irreversible in order to cause significant deficiency of 
the intrinsic factor, and the organism’s reserves of vitamin B,, 
must be totally exhausted. Although in general the lesions, though 
extensive, remain clinically asymptomatic for a long time, the 
authors found that, on careful questioning, about a third of their 
patients suffered from epigastric pain. When the diagnosis of 
pernicious anemia is easily made, gastric biopsy is not an essen- 
tial test; if it is done, it is the natural complement of gastroscopy. 
On the other hand, in difficult cases, biopsy is indispensable. 


Secondary Tumours of the Heart and Pericardium. R. B. Goudie. 
Brit. Heart J. 17:183-188 (April) 1955 [London, England]. 


Of the 4,687 consecutive postmortem examinations performed 
in the Western Infirmary, Glasgow, Scotland, during the years 
1940 to 1953, there were 1,270 cases of malignant disease of 
which 126 (10%) showed secondary tumors of the heart or peri- 
cardium. Since a special search for cardiac involvement was not 
made in these routine necropsies, the true incidence is likely to be 
higher than this. Tumors of the heart and pericardium are often 
clinically silent, and, even when they produce symptoms or signs, 
these are usually overshadowed by the effects of the primary 
tumor Or a metastasis to another organ. In only 20 of the 127 
cases in the present series was the attention of the clinician drawn 
to the heart, although examination of the cardiovascular system 
often revealed isolated or minor abnormalities (such as poor 
quality of heart sounds or occasional extrasystoles) which did 
not arouse Clinical interest. Terminal circulatory failure was 
common. The correct diagnosis of the cardiac pathology was 
never made during life in the cases reviewed. The following types 
of clinical pictures directed the physician’s attention specifically 
to the heart in 20 cases. Congestive cardiac failure was the 
presenting feature in nine cases. In seven cases there was chest 
pain thought to originate in the heart or pericardium. Pericardial 
friction was noted in six cases. Two patients had poor quality 
heart sounds and electrocardiographic evidence of myocardial 
damage. Arrhythmias commonly occurred in the group, some- 
times being the only feature to direct attention to the heart. 
Electrocardiograms were taken in 15 cases, and all were abnor- 
mal. The history of one patient is presented, which illustrates the 
difficulty that may arise in the diagnosis of metastatic tumor of 
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the heart. In this case the physician was confident that the patient 
had died as a result of myocardial infarction in spite of a rather 
atypical history and evidence that there was a coexistent bron- 
chial carcinoma. The author shows that the postmortem inci- 
dence of secondary tumors of the heart and pericardium in this 
series (10%) compares with that found by several other investi- 
gators. Bronchial carcinoma is the most frequent primary tumor. 


ANESTHESIA 


Induced Hypotension During Anesthesia and Surgery. D. M. 
Little Jr. Anesthesiology 16:320-332 (May) 1955 [Philadelphia]. 


The deliberate induction of arterial hypotension during anes- 
thesia and operation to effect a diminution of blood loss has 
become increasingly important in the past few years, because 
some operations are now extremely extensive and others 
penetrate deeply into the vital structures of the body. Hypo- 
tension is induced either by a reduction of the total circulating 
blood volume or by a decrease of peripheral resistance. The 
author reviews 27,930 cases in which these techniques have been 
used and stresses the potential complications. The mortality rate 
was 1 in 291, and complications occurred at the rate of 1 in 
31 cases. Complications and the deaths from induced hypo- 
tension are closely related to the degree and duration of hypo- 
tension. A modified technique of controlled hypotension has been 
evolved, which takes advantage of the fact that the level of 
the systolic arterial pressure that must be obtained in order to 
provide a relatively bloodless operative field varies tremendously 
among individual patients. The exact level to which the blood 
pressure must be lowered, therefore, cannot be foretold prior 
to operation: the required level can be determined only under 
conditions of actual operation after suitable posturing of the 
patient and by direct observation of the bleeding, or lack of 
it, in the operative field. This optimal level of systolic pressure 
is usually much higher than the dangerously low systolic pres- 
sures of 50 to 60 mm. Hg advocated in the past. A significant 
reduction in the blood loss from the surgical wound frequently 
is noted at pressures of 90 to 100 mm. Hg or even higher, and 
such pressures may represent decreases of only 10 or 20 mm. 
Hg from the preoperative readings. The thiophanium compound, 
arfonad, has been used in this modified technique because it 
produces an evanescent, though potent, depressor response of 
the arterial pressure. It is therefore possible to give the drug 
by continuous intravenous infusion, and in this manner to pro- 
vide variable and graded fluctuations of the blood pressure and 
thus to achieve minute-to-minute control of both the degree and 
the duration of the hypotension. This controllability is of further 
value in that it permits the rapid termination of the hypotensive 
state at the end of the operation or the rapid abandonment of 
the technique in the face of inadvertent hemorrhage and similar 
surgical exigencies. 


Use of a Synthetic Analgesic in Anesthetic Premedication: Pos- 
sibility of Intravenous Administration and Antihistaminic Com- 
bination. G. Martinetto. Minerva anest. 21:86-91 (April) 1955 
(In Italian) |Turin, Italy}. 


Ketobemidone, a synthetic analgesic, was used to prepare 
74 patients for general anesthesia, 68 for general mixed anes- 
thesia, 14 for local anesthesia, and 8 for spinal anesthesia. From 
7.5 to 15 mg. of the drug were given subcutaneously one hour, 
or intravenously 10 minutes, before the operation. Patients in 
whom general anesthesia was to be induced also received at the 
same time 0.5 mg. of atropine. Regardless of the route of ad- 
ministration, ketobemidone had a marked analgesic and anes- 
thesia-potentiating action, a moderate hypometabolic and para- 
sympathicolytic and sympathicolytic action, and a weak psycho- 
depressing action. Side-effects were rarely observed, anesthesia 
was induced easily, and reawakening was normal. Sixty-one 
patients were given ketobemidone combined with 100 mg. of 
Antistine. This potentiated the preanesthetic action of the anal- 
gesic. The author concludes that subcutaneous or intravenous 
administration of this drug in anesthetic premedication is useful, 
and that there are instances in which its combination with an 
antihistamine may prove highly beneficial. 


J.A.M.A., Aug. 13, 1955 


PHYSIOLOGY 


The Role of the Pituitary and Thyroid Glands in the Phosphorus 
Metabolism of the Adrenal Gland During Cold Stress. D. 
Nicholls and R. J. Rossiter. Endocrinology 56:547-559 (May) 
1955 (Springfield, II1.]. 


The phosphorus metabolism of the adrenals was studied after 
removal of the pituitary in rats that were placed in a cold 
room for three hours, and in normal rats at room temperature. 
It was also studied in rats receiving a daily dose of 2-thiouracil 
in excess of that required for a maximal histological effect on 
the thyroid and being exposed to cold either for three hours or 
eight days. In order to prevent death from exposure those ex- 
posed to cold for eight days were given a daily dose of 2.5 mcg. 
of thyroxine in alkaline sodium chloride solution subcutaneously, 
beginning at the time of the thiouracil treatment. Thyroxine 
was similarly administered to a group of animals not receiving 
thiouracil that were also exposed to cold for eight days. The 
effect of eight days in the cold also was studied in a group 
of untreated rats. In rats exposed to cold for three hours there 
was an increase in the incorporation of radioactive phosphorus 
(P*) into the acid-soluble phosphorus fractions of the adrenals. 
This increase was abolished by removal of the pituitary. In rats 
similarly exposed to cold, but whose thyroid function was de- 
pressed by the administration of thiouracil, the phosphorus 
metabolism of the adrenals was increased to the same degree 
as in normal animals. The increase in the phosphorus metabo- 
lism of the adrenals observed after a sojourn of eight days in 
the cold was still present in the thiouracil-treated rats, but the 
increase was much smaller than that observed in normal animals. 
The early response in the phosphorus metabolism of the adrenals 
of rats exposed to cold for three hours is caused by endogenous 
corticotropin liberated from the pituitary. The later response in 
rats exposed to cold for several days depends, in part at least, 
on the activity of the thyroid. 


Comparative Effects of Pamine, Banthine, and Placebos on 
Gastrointestinal Motility: I. Radiographic Study in Eight Adult 
Subjects Tested When Fasting and After Three Weeks’ Adminis- 
tration of Agents; II]. Radiographic Study in Eight Adult Sub- 
jects Tested When Fasting and Following the Administration of 
a Standard Meal. W. P. Chapman, S. M. Wyman, J. O. Gagnon 
and others. Gastroenterology 28:500-518 (April) 1955 [Balti- 
more]. 


Single doses of 5 and 10 mg. of methscopolamine (Pamine) 
bromide and of 50 and 100 mg. of methantheline (Banthine) 
bromide were given on a fasting stomach to eight men. Eight 
ounces of barium suspension were administered orally to these 
persons one hour later. Four hours after the administration 
of the drugs and three hours after the taking of the barium meal 
roentgenograms of the stomach and of the intestines were made. 
The effect of the drugs on the time of gastric evacuation and of 
the transport of barium along the intestine in these eight men 
was compared with that of placebos. Methscopolamine and 
methantheline in two different single therapeutic doses caused 
about the same significant delay in the forward movement of 
barium along the intestine as compared to the findings with 
placebos. The results were different for the time of gastric 
emptying in that only methantheline in doses of 100 mg. caused 
a significant delay in the evacuation of barium from the stomaca. 
Repeated tests following the administration of 50 mg. of methan- 
theline and 5 mg. of methscopolamine for three weeks indicated 
that the continued use of these drugs did not modify their effect 
on gastric motility. Methantheline caused more dryness of the 
mouth than did methscopolamine or placebos, but after the 
drugs had been given for three weeks this side-effect had dimin- 
ished so that it was no more pronounced than in the methscopol- 
amine and placebo tests. Of the eight men experimented on, 
seven were healthy and one had a chronic duodenal ulcer. The 
results in the latter patient were not different from those in the 
remainder of the group. Clarification of the therapeutic effec- 
tiveness of methantheline and methscopolamine in peptic ulcer 
must await long-term studies in waich these drugs are compared 
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with placebos, antacids, and other medications. In additional 
experiments, one half hour after the administration of methan- 
theline and methscopolamine and one half hour before the swal- 
lowing of the barium, the eight men were given a standard meal 
consisting of oatmeal, two pieces of toast with two pats of 
butter, two servings of jelly, one glass of milk and, at the end 
of the meal, one glass of orange juice. The movement of barium 
in the same person following methscopolamine, and on two other 
occasions, a placebo, and methantheline were compared. The 
meal made no difference in the effects of the drugs on gastric 
evacuation in either dose compared with that of the placebo. On 
the other hand, the drugs in either dose had significantly more 
delaying action on intestinal motility during the fasting tests 
than when they were given with the meal. In the meal tests 
methscopolamine in either dose caused more diminution in 
intestinal motility than did the placebos while the intestinal 
results with methantheline in either dose were not significantly 
different from the findings when the placebo was given. The only 
influence of the meal on side-effects was to eliminate the sig- 
nificantly greater incidence of dry mouth that was noted in the 
tests with 50 mg. of methantheline than in the tests with a pla- 
cebo performed under fasting conditions. The inclusion of the 
meal in their tests leads the authors to conclude that a sounder 
basis has been established for the pharmacological assessment of 
these drugs in man. 


Glucagon, Hyperglycemic Glycogenolytic Pancreatic Hormone. 
R. Clément. Presse méd. 63:746-748 (May 18) 1955 (In French) 
{Paris, France]. 


Glucagon is a hormone closely resembling insulin in its compo- 
sition and chemical properties. It is secreted by the alpha cells 
of the pancreas and acts as an antagonist to insulin, which is 
secreted by the beta cells. Separation of the two hormones, how- 
ever, is difficult, and before glucagon was isolated, its hyper- 
glycemic effect was ascribed either to a paradoxical action or to 
the presence of an impurity in insulin preparations. Glucagon 
produces hyperglycemia by mobilizing the liver glucose, and the 
intensity of the hyperglycemic response depends on the quantity 
of liver glycogen available. This glycogenolytic property has 
led to its designation by some authors as “hyperglycemic glyco- 
genolytic factor.” Glucagon secretion is stimulated by hypo- 
glycemia and therefore by insulin. In fact, both hormones par- 
ticipate in the maintenance of the blood sugar level and an excess 
of one leads to the reactional secretion of the other. Glucagon, 
epinephrine, and the hypophysial somatotropic hormone all 
possess the property of raising the blood sugar level, but the pan- 
creatic factor is effective in the absence of the adrenals and the 
hypophysis. The significance of these findings in their relation 
to the production and treatment of diabetes mellitus and renal 
diabetes has not yet been fully determined. The presence of a 
certain amount of glucagon in insulin does not seem to aggra- 
vate diabetes or to hinder its treatment, but experience has shown 
that when pure insulin is used, the doses needed are slightly 
smaller and insulin resistance is easier to overcome. Attempts to 
use glucagon in the treatment of glycogenic liver disease have 
been disappointing, but certain forms of hypoglycemia, in which 
the alpha cells of the pancreas are aplastic or reduced in num- 
ber, may prove to be responsive to glucagon replacement therapy. 


Diet and Life Span. M. Silberberg and R. Silberberg. Physiol. 
Rev. 35:347-362 (April) 1955 [Washington, D. C.}. 


The duration of life is determined by the interaction of genetic 
and environmental factors, both of which influence the rates 
of growth, development, and aging. Environment may permit 
the intrinsic life potential to assert itself to the fullest extent 
or may increase the hazards to life and thus cause premature 
death. Dietary influences may exert both kinds of effects by 
affecting the course of disease as well as the processes of growth, 
development, and aging. In a variety of lower animals, life may 
be prolonged by restriction of food. This is associated with far- 
reaching reduction of body size, vital activities, or both to which 
these species can adjust themselves. Higher species with their 
complex organization, however, are, particularly during the 
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period of growth, less adaptable to drastic food restriction than 
the lower animals. Moderate dietary restriction favors longevity 
during certain periods of life. The exact age at which restric 
tion should be instituted in order to accomplish an optimal effect 
has yet to be determined. In mammals this date may coincide 
with the stage of development of the long bones when regressive 
changes begin to overcome the growth of the epiphysial cartilage. 
Although there is no evidence that under these conditions the 
absolute life span can be prolonged, the average duration of 
life may be increased either by prevention of disease or by 
retardation of age changes or both. Severe underfeeding imme- 
diately after weaning is incompatible with normal growth and 
development and may even result in increased mortality early 
in life, particularly in girls, but the mortality of surviving per- 
sons is decreased, and some survivors will live to extreme old 
age. This induced longevity, however, does not prove that under- 
nutrition so drastic as to cause stunting of growth is desirable 
from a biological point of view. Large dietary protein or carbo- 
hydrate allowances apparently do not worsen the prospects as 
to longevity provided no secondary deficiencies will be created. 
A high level of dietary fat has, as a rule, adverse effects on the 
life span. Apparently somewhere between the extremes of under- 
nourishment and dietary enrichments lie those regimens that are 
optimal for longevity. Ideally, these should permit a good and 
uniform but not necessarily fast rate of growth and development 
early in life, and should, in order to avoid the injurious effects 
of overnutrition, subsequently stay at a low level that should 
still be adequate to permit a person to live not only a long but, 
at the same time, an active and useful life. Retardation of growth 
as such does not seem to contribute materially to longevity just 
as acceleration of growth as such does not appear to contribute 
materially to the shortening of the life span. On the other hand 
there are indications that the duration of life is influenced more 
by conditions to which the effect on growth is incidental and 
which prevail also when growth has passed its most active phase. 
This agrees with the concept that growth and longevity are not 
mutually interdependent but are coordinated phenomena gov- 
erned by the same metabolic principles. 


INDUSTRIAL MEDICINE 


Clinical, Pathogenetic, and Diagnostic Problem of Silicotubercu- 
losis. M. Crepet and G. Pescetti. Minerva med. 46:710-720 
(March 17) 1955 (In Italian) [Turin, Italy]. 


In a series of 124 patients who had silicosis as the result of 
exposure to silica-laden dust for 5 to 40 years, 18 had stage 1 
silicosis; in 8 the disease was in an intermediate phase between 
Stage | and stage 2; 60 had stage 2 silicosis; and 38 had stage 3. 
Bacteriological, laboratory, and radiological findings indicated 
that the rate of the tuberculous complication in such patients 
increases as the silicosis progresses. Active tuberculosis was not 
found in any of the patients of the first two groups, but was 
present in 12 of those with stage 2 silicosis in whom the common 
clinical and radiological aspects of tuberculosis (infiltration, 
lobitis, and caseous adenopathy) were seen instead of the pro- 
ductive or ulcerofibrous features that are characteristic of 
silicotuberculosis. It is suggested that the term “tuberculosi- 
licosis” rather than silicotuberculosis be used for such patients. 
Active tuberculosis was found in eight patients with stage 3 
silicosis and was characterized by evidence of parenchymal 
ulcerations on the roentgencgrams. In six of the eight patients 
the presence of tuberculosis was confirmed by the presence of 
tubercle bacilli in the sputum. Parenchymal ulcerations in pa- 
tients with stage 3 silicosis need not always indicate a super- 
imposed tuberculous infection. In 50% of the patients with 
ulcerations, these were only apparent (areas of bullous emphy- 
sema) or they were caused by such factors as abscesses or 
colliquation owing to ischemic necrosis. Most of the patients 
with stage 3 silicosis (73%) did not show signs of tuberculous or 
other infection. The authors conclude that the transition of sili- 
cosis from the nodular to the massive stage can take place with- 
out the superimposition of a tuberculous infection or of any 
other infection. 
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BOOK REVIEWS 


Cardiac Auscultation Including Audio-Visual Principles. By J. Scott 
Butterworth, M.D., Associate Professor of Medicine, New York University 
Post-Graduate Medical School, New York, Maurice R. Chassin, M.D., 
Assistant Professor of Clinical Medicine, New York University Post- 
Graduate Medical School, and Robert McGrath, M.D., Associate Professor 
of Clinical Medicine, New York University Post-Graduate Medical School. 
Cloth. $4.50. Pp. 111, with 54 illustrations. Grune & Stratton, Inc., 381 
Fourth Ave., New York 16; 99 Great Russell St., London, W.C.1, Eng- 
land, 1955. 


With the introduction of many new aids in the field of cardiac 
diagnosis in recent years, cardiac auscultation has been some- 
what neglected. A book such as this, which brings up to date 
this important aspect of physical diagnosis is, therefore, most 
welcome. The authors have for several years been experimenting 
with audiovisual methods as an aid to teaching cardiac 
auscultation. They have evolved an ingenious instrument, which 
they designate as an educational cardioscope. With this instru- 
ment it is possible to demonstrate instantaneous stethograms, 
electrocardiograms, or combinations of the two while a large 
group listens to the heart sounds through individual electronic 
stethoscopes. Although the authors have made extensive use 
of electronic equipment in their studies, the book is concerned 
primarily with the practical aspects of the physical examination 
of the heart. What can be learned from careful auscultation of 
the heart in many diseased conditions is given in detail in this 
book. Heart sounds and murmurs not only are described but 
are illustrated by numerous records. This book should be of 
great value, not only to the medical student and intern but also 
to the practitioner who may have become a bit rusty on cardiac 
auscultation. 


British Obstetric and Gynecological Practice. Edited by Sir Eardley 
Holland, M.D., F.R.C.P., F.R.C.S., Consulting Obstetric and Gynecologi- 
cal Surgeon, London Hospital, London, England, and Aleck Bourne, M.A., 
M.B., B.Ch., Consulting Gynecologist, St. Mary’s Hospital, London. 
Obstetrics: edited by Eardley Holland. Gynecology: edited by Aleck 
Bourne. Cloth. $29.50 per set. Pp. 1166; 841, with 767 illustrations. F. A. 
Davis Company, 1914-16 Cherry St., Philadelphia 3; [William Heinemann, 
Ltd., 99 Great Russell St., London, W.C.1, England], 1955. 


This two-volume book is devoted almost exclusively to the 
manner in which obstetrics and gynecology are practiced in 
Great Britain. All of the contributors are British. The chief 
modern contribution of Britain to obstetrics is the study of the 
relation of social and economic conditions to the health of the 
pregnant woman and the condition of her child. It is evident 
throughout both volumes, but especially in the one on obstetrics, 
that British practice is essentially conservative. 

In the chapter on abortion Stallworthy describes and illustrates 
progesterone implantation, with the patient under anesthesia, as 
soon as a period is missed in women in whom a previous preg- 
nancy ended in abortion for which no cause could be found, 
but progesterone is not given by any route once bleeding has 
begun. Stallworthy maintains there is not sufficient evidence to 
justify the general adoption of the use of diethylstilbestrol in 
patients with threatened abortion. Peel is not in favor of the 
use of diethylstilbestrol for the treatment of diabetes compli- 
cated by pregnancy. Indeed, current British study suggests that 
large doses of this drug increase rather than decrease fetal loss. 
The chapter on antepartum hemorrhage is not complete enough. 
It makes no mention of rupture of the marginal sinus of the 
placenta as a cause of antepartum bleeding, even though in one 
large clinic in the United States this cause of bleeding is more 
frequent than placenta previa and abruptio placentae. Further- 
more, in the all too brief section on premature separation of 
the placenta there is no mention of afibrinogenemia, which is a 
most serious condition and can now be recognized and promptly 
treated. Afibrinogenemia is mentioned in the book but only in 
connection with pulmonary embolism of amniotic fluid, in the 


These book reviews have been prepared by competent authorities but 
do not represent the opinions of any medical or other organization unless 
specifically so stated. 


chapter on shock in obstetrics by Stallworthy. In the chapter 
on obstetric anesthesia and analgesia Claye states that spinal 
anesthesia should not be used in normal labor but should be 
limited to the occasional operative case in which general anes- 
thesia is contraindicated. Spinal anesthesia should not be made 
the excuse for eliminating the anesthetist. In spite of the large 
number of contributors, there is an evenness to the book that 
is refreshing. It seems that the British obstetricians and gyne- 
cologists agree among themselves much more than do American, 
French, and German physicians. Each chapter has an excellent 
list of references. The illustrations are abundant and nearly all 
are clear and instructive. Many were borrowed from other 
sources, but they were worth borrowing. The book is an out- 
standing contribution. This is not surprising, because every 
contributor is a leader in his field. The chapters on the psychiatric 
and medicolegal aspects were also prepared by authorities. The 
chapter on the psychosomatic approach to childbirth was written 
by Grantly Dick Read. The editors and publishers deserve com- 
mendation for having produced this monumental book. 


The Cerebrospinal Fluid. By S. Lups, M.D., Medical Director, Municipal 
Hospital, Rotterdam, Netherlands, and A. M. F Haan, M.D., Head 
of Biochemical, Cytological and Bacteriological Laboratory, Sanatorium 
“Oranje Nassau’s Oord,’’ Renkum, Netherlands. With introduction by 
Pearce Bailey, M.D., Director, National Institute of Neurological Diseases 
and Blindness, Bethesda, Md. Cloth. $9.50. Pp. 350, with 93 iliustrations. 
Elsevier Press, Inc., 402 Lovett Blvd., Houston 6; 155 E. 82nd St., New 
York 28; 118 Spuistraat, Amsterdam C, Netherlands; for British Common- 
wealth, except Canada: Cleaver-Hume Press Ltd., 31 Wright's Lane, 
Kensington, London, W.8, England, 1954. 


This comprehensive monograph in English on the cerebro- 
spinal fluid brings the subject up to date, as the last book cover- 
ing the same field was published over 15 years ago. Particular 
attention is paid to the anatomic and physiological aspects of 
the fluid and the space containing it, the determinations of the 
cellular and chemical contents, the various methods of obtain- 
ing the fluid, and its composition in disease. The German and 
Dutch literature is fully covered as might be expected in a book 
eminating from the Netherlands, but some of the work of other 
investigators is omitted and the bibliography falls short of com- 
pleteness. The illustrations and charts are ample; the translation, 
although a little halting, is adequate. The monograph will be 
found most useful for the detailed analysis of the chemical 
methods devised to determine the contents of the fluid and their 
correct clinical evaluation. The book, printed in the Netherlands, 
is a good example of fine presswork and only a few typographic 
errors were noted. The authors, competent and well-trained in 
both the laboratory and the clinic, have set a high standard, 
consistent with the best of Dutch neurology, and much of their 
original work, unfamiliar to many, will be welcomed by English- 
speaking colleagues. 


Traité de technique chirurgicale. Publié par MM. B. Fey et al. Tomme 
IV: Poumon. Par Marc Iselin, chirurgien de la Maison départementaie 
de Nanterre, et al. Coeur. Par Ch. Dubost, professeur agrégé des Facultés 
de médecine. Paris. Parois thoraciques. Par R. Dubau, professeur agrégé 
du Val-de-Grace. Second edition. Cloth. Pp. 1330, with 864 illustrations. 
Masson et Cie, 120 boulevard Saint-Germain, Paris 6e, France, 1955. 


The physicians who have collaborated to prepare this book 
have developed a compendium that is clearly written and in- 
terestingly presented. Many figures are used to supplement tlic 
authors’ comments, and, even though the book was written in 
France, there is much in it that will be familiar and of interest 
to surgeons in the United States. It is written in French, but the 
language is surprisingly simply presented for such a scientific 
book, and one does not need to be an advanced student of this 
language to read with reasonable ease the discussions of the 
surgical techniques. The volume is part of a series of eight. 
The type is well chosen for easy reading, and the paper and 
index add to the pleasure that one develops in browsing through 
this book. 
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QUERIES AND MINOR NOTES 


AIR CONDITIONER IN OPERATING ROOM 


To THE Epitor:—What is the safest way to operate an air con- 
ditioner in an operating room? I have read that an explosion 
has been caused by sparks from such apparatus. Can I put 
it afar, exteriorly, and bring the air inside the room through 
a wide tube to prevent accidents? 


M.D., Dominican Republic, West Indies. 


ANSWER.—The safest way to air condition a single surgical 
operating room is by means of a unit specially designed for 
use in explosive gas atmospheres. These units have enclosed 
explosion-proof motors, spark-proof fans, fan belts, switches, 
and wiring. They are installed inside the operating room next 
to an exposed wall, and they draw all of the air from the outside 
(no recirculation) through a hole cut in the wall, or through the 
lower part of a window. If a conventional room conditioner must 
be used because of its lower cost, it should be installed in a 
room adjoining the operating or anesthesia room, just as you 
have suggested in your inquiry. All of the air to be conditioned 
should again be taken in from out-of-doors and introduced into 
the conditioned space through a duct near the ceiling. No re- 
circulation from the operating room is permitted with this system 
under any condition. All of the electrical equipment inside the 
Operating room servicing the conditioner, such as thermostats, 
humidistats, switches, and wiring, must be sparkproof. 


HOOKWORM INFESTATION 


To THE Epitor:—/s there any new therapy for treatment of 
infestation with Necator americanus? A 43-year-old woman, 
whose chief complaint was exhaustion, has been receiving 
treatment since March, 1953. She had a nervous breakdown 
two years before following treatment for amebiasis. A 
hysterectomy and appendectomy were performed in 1946. 
The stool, at this time, was negative. She complained of 
abdominal cramps and flatulence. A gallbladder series was 
normal. On Oct. 1, 1954, a proctoscopic examination was 
performed and the rectal mucosa was found to be hyperemic 
and congested, with a spasm of the rectosigmoid junction. 
Microscopic examination of feces was negative. The patient 
was given aureomycin as treatment for probable amebiasis. 
A week later another proctoscopic examination was done and 
the stool was positive for Necator americanus. She was given 
4 cc. of tetrachlorethylene. Rectal smears on Oct. 15 were 
negative. On Oct. 21, a stool was again positive for Necator 
americanus and cysts of Endamoeba coli and hystolitica. She 
was placed on a regimen of milibis with aralen and carbon 
tetrachloride, 4 cc. The dose of carbon tetrachloride was 
repeated on Noy. 29. On Dec. 9 and 15 the stools were 
negative. On Dec. 17 the stool was again positive for ova of 
Necator americanus. M.D., Louisiana. 


ANSWER.—Although quantitative data are not presented from 
which one could determine the density of the hookworm in- 
fection, it is extremely unlikely that there is any correlation 
between the clinical findings or symptoms and the presence of 
hookworms in the gastrointestinal tract. It is also highly prob- 
able that as a result of the two courses of treatment already 
given, namely, 4 cc. of tetrachlorethylene and 4 cc. of carbon 
tetrachloride, a relatively small and insignificant number of 
worms remain. Repeated and continued treatments are not 
necessary from a clinical point of view to the point of insuring 
definitive eradication of the infection unless there is strong 
reason to believe that hookworm disease rather than a light 
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asymptomatic infection exists. Tetrachlorethylene is considered 
a safe and relatively effective drug and is preferred in the United 
States at least to carbon tetrachloride because of the potentially 
serious toxic reactions that may result from the administration 
of the latter. 


SENSITIVITY TO JEWELRY 


To THE Epitor:—A 65-year-old woman breaks out on contact 
with any kind of metal, including jewelry. 1. What is the 
hasic cause? 2. What kind of blood chemistry tests should 
he performed, if any? 3, What is the remedy? The condition 
has existed for 15 vears, since her menopause. 


Eugene F. Kalman, M.D., Bridgeport, Conn. 


ANSWER.—1. The basic cause of sensitivity to jewelry is the 
fact that costume and gold jewelry contains nickel as an alloy, 
which is the main causative agent in the production of derma- 
titis in sensitive individuals. Safety pins and supporting buckles 
on underclothing also contain nickel. Chrome has the same 
property of producing dermatitis. The nickel or other heavy 
metal acts as an antigenic agent, uniting with the protein frac- 
tion of the cell, causing this fraction to be liberated, and allow- 
ing the antigen to reunite with other protein fractions so that 
many times the process is kept up. 2. There are no blood 
chemistry tests that are reliable for determining the nature of 
the contactant, but patch tests with solutions of nickel or chrome 
will often prove positive in the sensitized individual. The mere 
patch testing with a safety pin on the arm will cause a reaction, 
if it is a nickel compound. 3. The remedy is, first, the avoidance 
of all jewelry containing nickel, chrome, etc. Since that is very 
hard to do, recently there has been developed a cream called 
Sequestrene Cream, which contains Calcium Disodium Sequest- 
rene and Disodium Sequestrene. The chemicals in this cream 
have a chelating action. The chelating agent used in this work 
is disodium ethylenediaminetetraacetic acid. This ointment does 
contain the chelating agent, which unites with the heavy metal 
and produces an insoluble compound before it unites with the 
skin cells. Experiments with this ointment have shown that it 
prevents nickel dermatitis when applied before the jewelry is 
worn. Furthermore, it seems that these sort of sensitizations take 
place in women more frequently than in men and more fre- 
quently after the menopause (J. /nvest. Dermat. 22:441 |June} 
1954). It has recently been found that Sequestrene Cream is a 
sensitizer to certain individuals, 


EPILEPSY 


To tHE EpitorR:—A 40-year-old man otherwise in excellent 
health has been having convulsions characteristic of grand 
mal for eight vears. The attacks have been as close as two 
months and as far apart as one year. Therapy with 12 grains 
(0.10 gm.) of Dilantin morning and evening and 1'2 grains of 
phenobarbital at bedtime has lessened the frequency of attacks 
materially, His white blood cell counts have been high. A 
recent routine count was 24,450 per cubic millimeter. Two 
days later a convulsion occurred, and three days later the 
white blood cell count was 17,100 per cubic millimeter. 1 do 
not recall that an elevated white blood cell count is part of 
the picture of epilepsy, nor have | ever heard there is any 
marked change from the count before and after a convulsion. 
Please comment. M.D.,. Oklahoma. 


ANSWER.—F pileptologists do not believe it necessary to make 
repeated blood examinations of persons taking either Dilantin 
or phenobarbital unless, as rarely happens, symptoms of allergy 
appear. Other cause for the leukocytosis must be sought for. A 
convulsion should not influence a count made three or even one 
day later. For maximum control of convulsions, most adults 
require at least twice the amount of Dilantin usually prescribed. 


1406 QUERIES AND MINOR NOTES 


METHOD OF GIVING THE SALK 
POLIOMYELITIS VACCINE 


To THE Epttor:—At a recent meeting with local health depart- 
ment officials, 1 questioned the technique of giving the Salk 
vaccine by the single-syringe—multiple-needle change method. 
I understand this is the manner of producing homologous 
serum jaundice, but I was advised that the danger was of no 
consequence. Please advise. 


Charles H. Williams, M.D., Pikesville, Md. 


ANSWER.—Homologous serum jaundice can be transmitted 
by the use of inadequately sterilized needles or syringes con- 
taminated with blood or serum from a person who may be 
harboring the virus of homologous serum jaundice at the time 
blood or serum is brought into contact with the needle and 
syringe. To avoid this, the best practice is to use separate needles 
and to be certain that they are adequately sterilized between use. 
The same syringe may be used from person to person, providing 
the needle is changed, if the technique of administration is such 
as to obviate the possibility of contamination with blood. A 
critical factor is the way in which the injection technique is 
used. If the plunger of the syringe is drawn back, blood may be 
drawn into the syringe. If so, it must be discarded before the 
next injection. If on the other hand, inoculations are made 
merely by changing the needle and not by drawing back on the 
plunger, the possible risk of contamination from person to 
person is reduced. In any event, it is best that the syringe should 
be used but once before resterilization. Insofar as poliomyelitis 
vaccine is concerned, it is believed that it can be administered 
quite safely without drawing back on the syringe because it is 
a nontoxic preparation and is well tolerated when given intra- 
venously in large doses to monkeys. Although the presence of 
low concentration of penicillin has been the cause of some 
concern, there is yet no evidence of its harmfulness in the 
course of extensive clinical application. 


SALK VACCINE AND PENICILLIN SENSITIVITY 


To THE Epitor:—What is the census of opinion in regard to 
the small amounts of penicillin and streptomycin contained 
in the Salk poliomyelitis vaccine? In my experience, in almost 
every case where a patient has a severe reaction to penicillin 
there is a history of the first dose of penicillin having been 
previously given through the larynx or orally in small amounts 
in the form of nose drops or oiniments. Is there evidence 
that children receiving the Salk vaccine will not be sensitive 
to the use of penicillin and streptomycin? 

M.D., Alabama. 


ANSWER.—It is difficult to answer a question such as this in 
absolute terms; one can merely say that in tests for dermal 
reactivity of about 150 children who had been vaccinated seven 
months earlier, there was no indication of the development of 
sensitivity as demonstrated by skin test. Furthermore, thousands 
of children have received primary immunization followed by 
secondary immunization about a year later. Thus far there have 
been no indications of the development of sensitivity to peni- 
cillin and streptomycin as indicated by the appearance of un- 
toward reactions to the vaccine. 


TONSILLECTOMY DURING POLIOMYELITIS SEASON 


To THE Epitor:—Recently a representative of a pharmaceutical 
company stated that he had been informed that any elective 
surgery, specifically tonsillectomy, should not be performed 
within six weeks following immunization with Salk polio- 
myelitis vaccine or 15 days prior to administration of the 
vaccine. lf so, should not public notice be given in order that 
proper precautions be taken? 


John W. Morris, M.D., Greenville, Texas. 


ANSWER.—If it is desired to derive what protective influence 
vaccination may provide before tonsillectomy, then the period 
when the full protective effect can be anticipated from primary 
immunization would be 14 days after the second dose, even 
though it has been shown that in the majority of individuals 
antibody develops 14 days after the first dose. The interdiction 
of elective surgery in relation to the administration of polio- 
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myelitis vaccine was applied in some areas during the field trial 
period. Elective surgery, and more specifically tonsillectomy, 
should not be performed during periods of poliomyelitis prev- 
alence. But this need not deter tonsillectomy if vaccination is 
administered when poliomyelitis is not prevalent. It would be 
hoped that under ideal circumstances a course of poliomyelitis 
vaccine could be completed before tonsillectomy to take ad- 
vantage of whatever immunization has resulted from the vac- 
cine. One should not tempt fate by advocating tonsillectomy 
during the poliomyelitis season even in vaccinated children. 
Efficacy of vaccination was demonstrated under normal cir- 
cumstances and not under circumstances of the increased 
hazard that pertains as a result of tonsillectomy during polio- 
myelitis prevalence. 


POLIOMYELITIS VACCINE AND ATOPIC DERMATITIS 


To THE Epitor:—/s there any contraindication to giving the 
Salk poliomyelitis vaccine to children who have active atopic 
dermatitis? M.D. Pennsylvania. 
ANSWER.—Children who have an active atopic dermatitis 

have been given vaccine without any untoward reaction. From 

the nature of the ingredients there should not be any contra- 
indication unless the individual may have an atopic dermatitis 
from penicillin that may be present in very low concentration. 


USE OF CORAMINE AFTER A GENERAL ANESTHETIC 


To THE Epitor:—/s coramine after a general anesthetic such 
as pentothal for a major operation contraindicated? Please 
explain the pharmacology, if the contraindication is upheld. 
Recently an order by phone was not relayed, and when I 
arrived at the hospital the nurse anesthetist had stopped the 
use of coramine and the supervisor had informed her that 
coramine had the effect of paralyzing the vagus when it was 
given after pentothal. M.D., Kansas. 


ANSWER.—Since neither nikethamide (coramine) nor_thio- 
pental (pentothal) paralyze the vagus when given alone, there is 
no reason to suspect that they will do so when used in com- 
bination or succession. Such respiratory stimulating action as 
nikethamide has is probably exerted predominantly directly on 
the respiratory center in the medulla, a site at which thiopental 
exerts a depressing action. Vagus action is not concerned at all 
in this. Thiopental may, however, selectively stimulate the vagus 
and cause the laryngospasm that is one of the objectionable 
features of its anesthetic use. Atropine is used to forestall this; 
i. e., partial inhibition of vagal action is desirable when anes- 
thesia induced by intravenously given thiopental is under way, 
but such action cannot be obtained through use of nikethamide. 


GLYCOGEN DISEASE OF THE LIVER 


To THE Epitor:—What is the statistical probability of glycogen 
storage disease of the liver occurring in the third child of a 
couple, whose first born was normal and whose second child 
died of glycogen disease of the liver? 


Leon Zussman, M.D., New York. 


ANSWER.—There are no available figures on the statistical 
probability of occurrence of glycogen storage disease of the liver 
in succeeding children in a family. Since 1929 there have been 
about 200 cases of glycogen storage disease reported in the 
literature, not all of which fulfill all the necessary requirements 
for an unquestioned diagnosis. It probably is a recessive in- 
heritance. Consanguinity of the parents has also been noticed 
in several cases. Up-to-date there have been about eight second 
cases occurring in siblings. There are no statistics as to the 
mortality in the 200 cases reported in the literature as many of 
them are still alive. Death occurs usually in the first year of life 
in glycogen storage disease of the heart, but this is not true 
of glycogen storage disease of the liver; although deaths have 
occurred in early infancy, many of these children live for many 
years and even into adult life. Reports of this latter group, 
however, are not frequent. 
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